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Abstract 
Introduction: Alcohol is an indirect contributor to HIV transmission in sub-Saharan Africa. Alcohol 
users in general, and heavy, episodic drinkers in particular, are more likely to engage in risky sexual 
behaviour. Interventions promoting the reduction of alcohol use in conjunction with sex are likely to 
enhance the HIV prevention response. However, little is known about the relationship between 
different dimensions of alcohol use and risky sexual behaviour in the general adult population in 
South Africa. The overall aim of this study was to examine the relationship between alcohol 
dependence, binge drinking and frequency of drinking in the past month and risky sexual behaviour 
among males and females aged 16-55 years in South Africa in 2012.  
Methods: This was a secondary analysis of data from a nationally representative cross-sectional 
study of males and females aged 16-55 years in 2012. Bivariate and multivariate analysis was 
conducted to investigate the relationship between alcohol use and risky sexual behaviour. Three 
nuanced measures of alcohol use were used – alcohol dependence, binge drinking, and frequency of 
drinking in the past month.  The outcomes examined included multiple sexual partners (MSP) in the 
past 12 months, MSP in the past month, transactional sex, age-disparate sex and condom use at last 
sex. 
Results: Some 10,034 respondents (n=4,065 males and n=5,969 females) were interviewed. This 
study found that for males, there was no significant relationship between alcohol dependence and 
risky sexual behaviour. For females, those who were alcohol dependent were more likely to have 
received money/gifts in exchange for sex. Binge drinking and frequency of drinking in the past 
month were associated with risky sexual behaviour for both males and females. For males, binge 
drinking was associated with: MSP in the past 12 months (AOR: 1.93, 95% CI 1.37 - 2.72), providing 
gifts/money in exchange for sex (AOR: 1.53, 95% CI 1.01 - 2.33), and having a sexual partner five or 
more years younger than themselves (AOR 1.44, 95% CI 1.09 - 1.89). An interaction between binge 
drinking and self-efficacy for resisting MSP was positively associated with MSP in the past month. 
Frequency of drinking in the previous month was associated with all five outcome variables and a 
dose response relationship was present. An interaction between frequency of drinking and self-
efficacy for resisting MSP was positively associated with MSP in the past month. For females, binge 
drinking was associated with: MSP in the past 12 months (AOR 1.93, 95% CI 1.37-2.72), MSP in the 
past month (AOR 1.79, 95% CI: 1.03 - 3.10), and receiving money/gifts in exchange for sex (AOR 3.10, 
95% CI 1.45 - 6.62). An interaction between binge drinking and self-efficacy for resisting MSP was 
positively associated with MSP in the 12 past months. Frequency of drinking was associated with 
MSP in the past month. A dose response relationship was evident with females who drank more 
frequently in the past month being more likely to have had MSP in the past 12 months.  This study 
found high levels of non-drinking (62.80%) but high levels of hazardous drinking among those who 
drank. Males were more likely to drink and to display hazardous drinking patterns. In general males 
were more likely to engage in risky sexual behaviour, although males were more likely to have used 
a condom at last sex. 
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Conclusions: Overall this study has described the patterns and prevalence of alcohol use and risky 
sexual behaviour in the general population in South Africa. It has demonstrated gender-specific 
relationships between various types of alcohol use and risky sexual behaviour and has new insights 
into the complex relationship between these two phenomena. Results suggest that the drinking 
environment facilitates high-risk sexual encounters. Findings from this study can be used to design 
and implement future interventions to address this important risk factor for HIV. 
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Chapter 1:  Introduction 
 
At the end of 2011, UNAIDS reported that an estimated 34.0 million people were infected with HIV 
globally (1). Approximately 69% (23.5 million) of these people live in sub-Saharan Africa. In addition, 
of the 2.5 million people who were newly infected with HIV in 2011, 1.8 million live in sub-Saharan 
Africa (1).  
South Africa is one of the worst affected countries, with 16.9% of South African adults (15-49 years) 
in the general population infected with HIV (2). HIV prevalence among South Africans of all age 
groups was 10.6%. Put differently, it is estimated that about 5.2 million people in the total 
population were HIV positive in 2008. Preliminary unpublished results from the 2012 South African 
National HIV Prevalence, Behaviour and Communication Survey (SABSSM) indicate that HIV 
prevalence is 12.3% in South Africans of all ages (3).  
A global meta-analysis of 10 studies showed that those who consumed alcohol before or at the time 
of sex had an 87% increased risk for HIV infection (4). Those who engaged in heavy, episodic drinking 
(binge drinking) had double the risk of non-binge drinkers (4). A number of studies have reported on 
the relationship between alcohol and HIV sero-positivity in sub-Saharan Africa (5-7). Kalichman et al 
(2007) found that any alcohol use and greater quantities of alcohol use were strongly associated 
with the risk of HIV transmission in sub-Saharan Africa (8). A systematic review of the association 
between HIV infection and alcohol use found that even when all other factors were taken into 
account, alcohol users had a 57% greater likelihood of being HIV positive than non-drinkers (9). The 
risks were similar for males and females (9).  
The explanation for the relationship between alcohol use and the transmission of HIV in sub-Saharan 
countries is increasingly being recognised as indirect. Alcohol use has been found to  contribute to 
risky sexual behaviour (10) such as having multiple sexual partners (MSP) and inconsistent condom 
use. Risky sexual behaviour is also exacerbated both by the social context in which alcohol is served 
and consumed and the physical characteristics of drinking establishments (11, 12).  
Designing and implementing interventions to promote safer drinking practises together with 
interventions to reduce risky sexual behaviour may have the potential to reduce HIV transmission  in 
South Africa (13, 14). 
Understanding the extent of alcohol use, the characteristics of drinkers, the prevalence of risky 
sexual behaviour and the relationship between alcohol use and risky sexual behaviour in the general 
population in South Africa will assist policymakers and planners to design and implement future 
interventions to address this important risk factor. 
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Chapter 2: Literature Review 
 
2.1 Burden of disease linked to alcohol use and HIV in South Africa 
 
Globally, alcohol accounts for 4% of the burden of diseases (15).  In South Africa, alcohol’s 
contribution to the burden of disease is even higher, accounting for an estimated 7% of all disability 
adjusted life years (DALYs). The alcohol-attributable burden is particularly notable for males, 
accounting for 10.4% of DALYs. For females, alcohol accounted for 3.3% of total DALYs (16).  The 
authors note that a limitation of their study is that the alcohol-attributable burden of diseases does 
not take account of increased risk of HIV transmission (16). In a separate study that modelled the 
contribution of HIV and other sexually transmitted infections (STIs) to South Africa’s burden of 
disease, Johnson et al (2007) found that HIV and other STIs account for about a third of DALYs in 
South Africa. HIV and STIs account for a greater proportion of DALYs  in females (36.4%) compared 
to males (27.0%) (17).  
In Africa, many countries have a heavy burden of both HIV and alcohol-related morbidity and 
mortality (1, 18, 19). Alcohol use and HIV transmission are closely linked in sub-Saharan Africa (5-7, 
20, 21). Alcohol is increasingly being recognised as a key determinant of risky sexual behaviour and 
as a result, an indirect contributor to the transmission of HIV (10) although this relationship is 
complex and experts conclude that further research is needed to establish causality (22).  
 
2.1.1 Prevalence and patterns of alcohol use in South Africa 
 
Not all adult South Africans consume alcohol, it is estimated that 44.5% have ever had an alcoholic 
drink (23). However, among those who drink, indicators from public health surveillance on alcohol 
use  points to widespread misuse of alcohol (24). It is estimated that each drinker consumes 
approximately 20 litres of pure alcohol per year which is one of the highest rates of alcohol 
consumption  in the world (19). Unlike settings with low-risk drinking patterns, such as in southern 
Europe where there is low volume drinking per occasion and drinking with meals, sub-Saharan Africa 
is characterised by risky drinking patterns such as consuming high quantities of alcohol per occasion, 
drinking in public spaces and drinking outside of mealtimes (18). Heavy episodic drinking (also 
referred to as binge drinking) predominates, regardless of settlement type or socio-economic status 
(25, 26).  
 
2.1.2 Prevalence and patterns of HIV in South Africa  
 
With approximately 23.5 million HIV positive people  living in sub-Saharan Africa, the region bears 
the brunt of the HIV epidemic (1). South Africa has a very high HIV prevalence with 12.3% of South 
Africans of all ages living with HIV (3). The draft results of the latest HIV prevalence survey found 
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that among males, HIV prevalence peaked at 24.2% in the 35–39-year-old age group while for 
females it peaked those aged 30–34 years at 36.8% (3).  
 
2.2 Defining and measuring alcohol use 
 
Terms referring to alcohol use and misuse are often used interchangeably and defined slightly 
differently across various studies. For example in studies in South Africa alone risky drinking has 
been defined as drinking five or more standard drinks per day for males and three or more drinks a 
day for females in the South African Demographic and Health Survey (SADHS) of 1998 (27). A study 
in drinking establishments in Gauteng defined risky drinking as drinking five or more standard drinks 
per day for males and three or more drinks a day for females during some or all weekends within the 
previous 12 months (11). Research conducted in an urban and rural site with females defined it as 
having a score of 8-40 using the Alcohol Use Disorders Identification Test (AUDIT) (28). Among older 
adults, risky drinking was defined as heavy drinking (more than seven drinks per week) and binge 
drinking (more than three drinks on one occasion per week) in a study of problem drinking (29).  
Alcohol use includes multiple dimensions, including having ever consumed an alcohol drink as well 
as measures of quantity and frequency of alcohol consumed. Table 1 below summarises some of the 
terms used in the literature and of relevance to this study.  
 
Table 1: Alcohol use and misuse terminology and operationalisation  
Term Definition 
Alcohol dependence The repetitive pattern of excessive alcohol use with serious adverse 
consequences, often including lack of control, tolerance and withdrawal 
(30). 
Alcohol misuse A collective term to encompass alcohol dependence and harmful alcohol 
use (31).  
Binge drinking A pattern of heavy drinking that occurs in an extended period set aside for 
the purpose, often with intervening periods of abstinence (32). This is 
sometimes operationalised in studies as five or more drinks in one sitting 
for males and four or more drinks in one sitting for females (33). In other 
studies binge drinking is measured by asking respondents: “How often do 
you have six (males)/ five (females) or more drinks on one occasion?”(34).  
Current drinking Defined as having consumed alcohol within a defined period of time eg. 
past month (27, 29). 
Harmful drinking Alcohol consumption resulting in adverse events such (eg. physical and 
psychological harm) (35, 36). 
Hazardous drinking A quantity or pattern of alcohol consumption that is above recognised 
alcohol patterns and which places patients at risk for adverse health events 
(35, 36). Hazardous drinking  is also referred to as problem, heavy or 
excessive drinking (36). 
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Term Definition 
Lifetime drinking Defined as ever having consumed a drink that contains alcohol (29). Some 
studies add a proviso such as: “other than for a religious ceremony or just 
to sample or taste” to the question: “Have you ever had an alcoholic 
drink?” (23). 
Problem drinking In some studies, problem drinking has operationalised as having two or 
more positive responses to the Cutting down, Annoyance at criticism, 
Guilty feelings and use of Eye-openers (CAGE) questionnaire (37). In others, 
it is defined as having an Alcohol Use Disorders Identification Test (AUDIT) 
score of eight or more (38-40). 
Risky drinking The consumption of more than five or per day for males and more than 
three drinks per day for females during some or all weekends within the 
previous 12 months  (Australian National Health and Medical Research 
council, 1992 in Morojele et al (2006: 22). 
 
 
2.2.1 Measuring alcohol use 
 
Many different patterns of alcohol use exist and broad measures, like lifetime alcohol use combine 
all types of drinking behaviour in a single measure, which could lead to inaccurate conclusions (41).  
Various different screening instruments have been developed to measure alcohol use in a more 
nuanced way. These include, but are not limited to, the Cutting down, Annoyance at criticism, Guilty 
feelings and use of Eye-openers (CAGE) questionnaire (42), the Alcohol Use Disorders Identification 
Test (AUDIT), and a standardised measure for binge drinking  for males and females (43) . 
 
2.2.1.1 The Cutting down, Annoyance at criticism, Guilty feelings and use of Eye-openers (CAGE) 
questionnaire  
 
The CAGE questionnaire is a brief, four-item screening tool to measure alcohol dependence. The 
mnemonic CAGE stands for four yes/no items with questions on ‘Cutting down, Annoyance at 
criticism, Guilty feelings and use of Eye-openers (42). Individual item responses are scored 0 if the 
respondent answers “no” and 1 if the respondent answers “yes”, with the total score ranging from 0 
to 4.The recommended cut-off for CAGE is two or more to screen for alcohol dependence, although 
a cut-off of one or more has been used in some studies (44). 
CAGE has demonstrated high test-re-test reliability and adequate correlations with other screening 
instruments (45). Dhalla and Kopec (2007) conclude that it is a valid tool for detecting alcohol abuse 
and dependence (45). CAGE had a high sensitivity and specificity for screening for alcohol 
dependence in a South African sample (46). However, CAGE is an inappropriate screening tool for 
less severe forms of drinking (45), and it may be better to use AUDIT to detect these (44, 47). 
Although  few studies have examined the sex based differences of the CAGE questionnaire,  Bradley 
et al (1998) found that CAGE tended to perform somewhat better in black females, leading the 
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authors to conclude that CAGE is a reasonable choice for identification of alcohol dependence in 
predominately black female populations (30). The CAGE questionnaire was used in the South African 
Demographic and Health Survey (SADHS) in 1998 and 2003 (48, 49). 
 
2.2.1.2 Alcohol Use Disorders Identification Test (AUDIT) 
 
The AUDIT questionnaire, developed by the World Health Organization (WHO), was designed to 
identify people who have an alcohol-use disorder (31). AUDIT is a 10-item questionnaire containing 
three domains (alcohol consumption, alcohol dependence and alcohol-related problems) (31) which 
is used to ascertain alcohol-related information for the previous year (50).  
 
AUDIT can be used to detect less severe forms of drinking (44). An individual’s AUDIT score is the 
sum of the scores for each of the questions: a score of seven or less indicates low risk drinking, while 
scores of 8-40 indicate high risk drinking (28). AUDIT had a high sensitivity and specificity for both 
hazardous and harmful  drinking when a cut-off of 8 or more was used (44).  AUDIT has been used to 
measure high-risk drinking in SABSSM II and SABSSM III, conducted in 2005 and 2008 respectively (2, 
51). 
 
 
2.2.1.3 Binge drinking 
 
Initially a study undertaken in the United States, defined binge drinking as consuming five or more 
drinks in the same sitting (52). This definition was used for both males and females. However, 
because of the gender differences in the risk of alcohol-related harm, the comprehensive College 
Alcohol Study conducted by the Harvard School of Public Health used a gender-specific measure of 
five or more drinks for males, and four or more drinks for females (33, 53, 54). This gender-specific 
definition for binge drinking increases the identification of females who drink at dangerous levels 
(43). This definition for binge drinking is now widely accepted but current binge drinking literature 
varies widely on the nature of the individual studies, making it difficult to compare results (55). This 
is true for studies undertaken in South Africa. For example, the National HIV Communication Survey 
(NCS) 2009 defined binge drinking using the five/four measure and the timeframe was “at last visit” 
to an alcohol-serving establishment (23). The Youth Risk Behaviour Survey (YRBS) of 2008 defined 
binge drinking as drinking five or more drinks in succession on one or more days in the past month 
(56). 
 
2.2.2 Measuring alcohol use in South Africa 
 
Few nationally representative, population-based surveys of alcohol consumption have been 
conducted in South Africa. These include: two Demographic and Health Surveys (SADHS) of 1998 and 
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2003 (48, 49), the South African National HIV Prevalence, Behaviour and Communication Surveys 
(SABSSM) of 2005 and 2008 (2, 51), the Second National HIV Communication Survey (NCS) of 2009 
(23) and the Study of Global Ageing and Adults Health of 2012 (57). Two Youth Risk Behaviour 
Surveys (YRBS) (2002 and 2008) have been undertaken with learners nationally (56, 58). A number of 
smaller community-based surveys have also been undertaken. However, there is a lack in 
commonality in the way alcohol consumption was measured across studies. 
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Table 2: Studies measuring alcohol use in South Africa 
Study Study setting Study participants Measure  
The First South African Demographic and Health 
Survey (1998) (48) 
National Males and females ≥  
15 years 
 Lifetime drinking 
 Alcohol use now 
 Amount of alcohol typically consumed on (a) 
weekends and (b) weekdays 
 CAGE 
The benefits of the CAGE as a screening tool for 
alcoholism in a closed rural South African 
community (1999) (46) 
Ammerville, 
Northern Cape 
Males and females  ≥18 
years 
 CAGE 
Risk factors for HIV infection among women in 
Carletonville, South Africa: migration, demography 
and sexually transmitted diseases (2003) (59) 
Carletonville, 
Gauteng 
Females  aged 13-60 
years 
 Alcohol use in the last 4 weeks 
The First Youth Risk Behaviour Survey  (2003) (58) National Male and female grade 
8 -11 public school 
learners  
 
 Lifetime drinking 
 Age at which first alcoholic drink was consumed 
 Current drinking 
 Binge drinking on one or more days in the past 
month 
The Second South African Demographic and Health 
Survey (2003)  (49) 
National Males and females ≥  
15 years 
 Lifetime drinking 
 Alcohol use in the past year 
 Number of days alcohol drunk in the past 7 days  
 Number of drinks consumed on average on a day 
that they drink  
 Frequency of drinking in past 12 months 
 CAGE 
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Study Study setting Study participants Measure  
South African National HIV Prevalence, Behaviour 
and Communication Survey, SABSSM II, (2005) (51) 
National Males and females ≥ 15 
years 
 AUDIT 
South African National HIV Prevalence, Behaviour 
and Communication Survey, SABSSM III, (2009) (2) 
National Males and females ≥ 15 
years 
 AUDIT 
The Second National HIV Communication Survey 
2009 (2010) (23) 
National Males and females 16-
55 years 
 Lifetime drinking 
 Current drinking 
 Binge drinking 
The Second Youth Risk Behaviour Survey (56) National Male and female grade 
8 -11 public school 
learners  
 
 Lifetime drinking 
 Age at which first alcoholic drink was consumed 
 Current drinking 
 Past month binge drinking 
Factors associated with female high-risk drinking in 
a rural and an urban South African site (2010) (28) 
Urban Gauteng 
Rural Western 
Cape 
Females aged 18-44 
years 
 Current drinking 
 AUDIT 
Study of Global Ageing and Adults Health (South 
Africa) (57) 
National Males and females ≥ 50 
years 
 Lifetime drinking 
 Current drinking 
 Number of days alcohol drunk in the past 7 days  
 Frequency of drinking in past 12 months 
 Number of drinks consumed on average on a day 
that they drank in past 12 months 
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2.3 Alcohol use in South Africa 
 
Evidence from a number of surveys suggests that lifetime drinking in South Africa is relatively low. 
The NCS 2009 found that 57% of males and 33% of females reported ever having an alcoholic drink 
(23), which was higher than lifetime drinking prevalence found in the SADHS 2003 (48.5% for males 
and 22% for females) (49). Prevalence of lifetime drinking among older people (60 years and above) 
was 23.7% (29). Younger people also appear to have tried alcohol, with just under half of learners 
(grades 8-11) reporting having drunk at least one alcoholic drink in their lifetime (56, 58). 
Ramsoomar and colleagues (2013) found that lifetime prevalence of alcohol use increased with age 
among adolescents (60). Some 22% had ever drunk alcohol at early adolescence (13 years) while by 
late adolescence (18 years) this had increased to two thirds (60). Adolescent males were more likely 
to have ever drunk alcohol than adolescent females (60).  
National survey data found that fewer than a third (27.7%) of South Africans were current (past 
month) drinkers (61). Males were more likely to report current drinking than females (41.5% vs 
17.1% respectively). These rates show a slight increase since the previous survey conducted in 2005 
where current drinking was reported to be 24.5% overall. In males, current drinking was 39.3% and 
in females it was 15.7% (61). Current alcohol use was 10.7% in South Africans over 60 years (29). In 
terms of current drinking among younger people, about a third (34.9%) of learners reported drinking 
in the past month (56). Male learners were more likely to report current drinking (40.5%) than 
female learners (29.5%).  
While levels of alcohol use in South Africa are relatively low when compared to those in most 
developed countries, many of those who do drink appear to engage in risky drinking behaviour, 
especially over the weekends (62). Parry (2005) states that around one in four adult males and one 
in ten adult females in South Africa experience symptoms of alcohol problems (63). Peltzer et al 
(2011) report that among current drinkers, the overall prevalence of hazardous or harmful drinking 
was 31.5%, and among males 39.4% and females 16.6% (61).  
 
Surveys have also shown that a large percentage of adult drinkers were alcohol dependent. Using a 
CAGE score of  greater than two, the SADHS 1998 found that 28% of males and 10% of females were 
alcohol dependent (48). The subsequent survey in 2003 found alcohol dependence rates of 21.4% 
for males and 6.9% for females (49). 
However, it is not just alcohol dependence which is problematic. Both quantity and frequency are 
important indicators of risky drinking (64). Episodic, heavy drinking is of particular concern. In South 
Africa, this is especially common over the weekends. Parry et al (2005) found that rates of binge 
drinking were approximately 4-5 times greater at weekends than on weekdays (27).  
Peltzer et al (2011) report that 9.6% of all South African adults were binge drinkers (61). Males were 
more likely to binge drink (17.1%) than females (3.8%) (61). Some 29% of learners reported binge 
drinking (56). According to the YRBS data, more male learners reported binge drinking  than their 
females counterparts (56, 58). Binge drinking increased markedly between the two surveys, 
particularly among female learners, from 17.9% in 2002 to 23.7% in 2008 (65). For older South 
Africans, binge drinking levels were much lower, with only 3.7% of those over 60 years reporting 
this. Older males were more likely than older females to be binge drinkers (29). 
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2.3.1 The drinking environment 
 
The social dynamics of alcohol use which tend to centre around places where people drink and 
socialise, including taverns, beer halls and informal drinking establishments, are also of importance 
(12, 66). In southern Africa drinking at these venues is a norm. Visiting beer halls was the second 
most common recreational pastime in rural Zimbabwe while in South Africa drinking appeared to be 
an important social activity to pass the time (67). Morojele et al (2006) state that, for men, drinking 
with their peers seemed to foster a sense of identity and feeling of companionship. Drinking was 
encouraged and condoned by age-mates and heavy drinking was seen as masculine (11). 
 
2.4 Risky sexual behaviour  
 
In sub-Saharan Africa, the HIV epidemic is predominately spread through heterosexual sex (68). An 
expert think tank on HIV prevention in southern Africa concluded that the key drivers of the 
epidemic in the region included “multiple concurrent partnerships by men and women with low 
consistent condom use and in the context of low levels of male circumcision” p.3 (69). The meeting 
also concluded that contributing drivers to the HIV epidemic include intergenerational sex, gender 
and sexual violence, untreated viral STIs, and lack of consistent condom usage in long-term multiple 
concurrent sexual partnerships (69). Risky sexual behaviours influence the risk of HIV acquisition - 
those examined in is this study are discussed below. 
 
2.4.1 Multiple sexual partners 
 
The more sexual partners a person has, the greater the likelihood that they will come into contact 
with an HIV positive individual (70). In regions where HIV prevalence is particularly high, such as in 
South Africa, the risk of HIV acquisition is further increased. The relationship between multiple 
sexual partners (MSP) and HIV prevalence is well documented (59, 71-73).  
In surveys, MSP is usually measured as having had more than one sexual partner in the past 12 
months. Studies conducted in South Africa using this definition, have found that about one in ten 
sexually active adults report MSP. The 2008 SABSSM survey found that 9.3% of sexually active adult 
South Africans had MSP in the past year (2), while the NCS 2009 found slightly higher levels at 11.4% 
(23).  
Significant differences in the prevalence of MSP in the past 12 months have been found. Males were 
between five and seven times more likely than females to have MSP (16.2% vs 3.3% in SABSSM III 
and 20.1% vs 3.0% in the NCS 2009) (2, 23). Young males and females were more likely to report 
having MSPs than somewhat older males and females. Males aged 16-29 reported the highest levels 
of MSP in the past 12 months. Although substantially lower rates were found females, they were 
most prevalent in those aged 16-24 years (23). 
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Another measure of MSP which has been used in South Africa is MSP in the past month (23).  
Johnson and colleagues (2010) found that 4.9% of adult South Africans reported having MSP in the 
past month in 2009 (23). Prevalence by sex was not reported on. 
 
2.4.2 Transactional sex 
 
Transactional sex is generally defined as a sexual relationship which is primarily motivated by 
financial or material exchange (74, 75). Although this transaction has both a financial and sexual 
component, it is differentiated from sex work in that the person who engages in transactional sex 
does not self-identify as a sex worker, nor is he or she viewed as such by their communities (76).  
Research from sub-Saharan African has demonstrated that exchange of sex for material or financial 
resources is commonly practised and the majority of females who engage in such transactions do 
not self-identify as sex workers (77-83). In fact, transactional sex occurs across all types of sexual 
relationships, including casual and main sexual relationships (38, 79, 83). Transactional sex 
sometimes occurs between younger females and older, wealthier males who are commonly referred 
to as ‘sugar daddies’ (38, 77, 78, 82). 
In surveys, transactional sex is usually defined in terms of giving money or gifts to a sexual partner 
(38). Across 12 sub-Saharan African countries, the prevalence of receiving money or gifts among 
females aged 15 years and older ranged from 1.8% to 11%. Prevalence of providing money or gifts in 
exchange for sex among males of the same age ranged from 4.7% to 24.7% (74). In South Africa, 
Dunkle et al (2004) found that about a fifth of females attending antenatal clinics in Soweto reported 
transactional sex (84). In South Africa, 66% of males aged 18-49 years reported at least one 
transactional sexual relationship (85) . 
Young females report engaging in transactional sex for a number of reasons: some related to 
survival, others to consumption and some to increase a sense of agency (83, 86-88). Males report a 
sense of transactional sex being normative and an opportunity to obtain things they wanted ie. sex 
(83). 
Transactional sex is a risk factor for HIV and is commonly associated with intergenerational sex, 
concurrent sexual partners and unprotected sex (87). Provision of financial or material resources 
introduces a power imbalance into sexual relationships, which for females, often means being less 
able to influence the timing and nature of sex (79, 82). Individuals with little negotiating power to 
insist on use of condoms experience a higher risk of contracting STIs, including HIV (86). 
Transactional sex also increases the risk of male-perpertrated intimate partner violence (38), which 
in itself is a risk factor for HIV (89). Research among females in Soweto has shown that engaging in 
transactional sex is associated with HIV sero-status (84). 
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2.4.3 Age-disparate sex 
 
Antenatal surveillance (90) and population surveys (2) in South Africa show high levels of HIV 
infection among young females relative to young males. For example, prevalence among females in 
their teens and early 20’s (15.5%) is substantially higher than their male counterparts (4.8%) (73). 
One of the reasons that this pattern is seen is as a result of age-disparate sex.  
The term age-disparate sex generally refers to relationships in which the age gap between sexual 
partners is five years or more, whereas the term intergenerational sex generally refers to 
relationships where there is a 10 year or greater age disparity between sexual partners (91).  
 
Jewkes and colleagues (2006) found that young rural females who had sex partners three or more 
years older than themselves were 1.69  times more likely to be infected with HIV (39). This is 
consistent with other studies which have found that risk of HIV infection in young females is 
increased by having a greater age difference between themselves and their partner (73, 79, 92).  
Gregson and colleagues (2002) landmark study revealed that for each additional year that a male 
partner was older, there was an increased risk for females of being infected with HIV (86).  
Females, in general, are more susceptible to HIV infection than males (93). Pettifor and colleagues 
(2007) reported that the per-partnership risk for HIV infection among young females is extremely 
high – possibly due to their immature genital tracts which are more easily damaged during sex (71). 
HIV prevalence is higher among older males (2), and young females are more likely to get infected by 
an older sexual partner than an age-mate (86). In addition, age-disparate sex power dynamics in 
these relationships makes it difficult for young females to negotiate condom use (94). 
Qualitative research reveals that age-disparate and intergenerational sex are commonplace in sub-
Saharan Africa. Young females often report having two sexual partners; one an older sexual partner 
who is able to provide financial and material resources and the other, a younger sexual partner to 
whom they feel committed and describe as ‘true loves’ (83). However, few national, quantitative 
studies report on the prevalence of age-disparate sex and/or intergenerational sex. A small 
qualitative study of female learners aged 15-18 years in Gaborone found that 10% of respondents 
were currently engaged in intergenerational sex and a quarter had ever had an intergenerational 
relationship (95).  
 
2.4.4 Condom use 
 
Condoms are the single most effective and widely available method of prevention to reduce the 
transmission of HIV and some STIs if used correctly and consistently (93). A review of prospective 
studies evaluating the effectiveness of condoms found that consistent condom use was associated 
with reduced transmission of HIV (96). In surveys, condom use is usually measured by asking 
respondents if they used a condom the last time that they had sex (2, 23) 
 
Recent population-based studies show varying results in relation to condom use at last sex. The 2008 
SABSSM survey found that 62.4% of sexually active adult South Africans used a condom at last sex 
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(2), nearly double the prevalence (35.4%) found in the 2005 survey (51).  The NCS, conducted in 
2009, found significantly lower levels of condom use at last sex (39.8%) among sexually active adults 
than SABSSM III.  
Condom use differs substantially by age and sex. Multiple studies have found that males are more 
likely to use condoms than females are (2, 23). There is a clear dose response relationship between 
age and condom use at last sex  – the older people are the less likely there are to use condoms (2, 
23). In addition, condoms are used more frequently in less stable relationships, where people were 
more likely to perceive themselves as vulnerable to HIV, STIs and unwanted pregnancies, than in 
steady or longer-term relationships (23).  
 
2.5 Alcohol use and risky sexual behaviour 
 
Drinking alcohol is associated with a number of risky sexual behaviours. According to the literature, 
high risk drinkers themselves held the view that consumption of alcohol and risky sexual behaviour 
are related. One young male risky drinker in Gauteng, South Africa described this relationship as “a 
match made in heaven! You cannot separate the two!” p.222 (11).  
People who consume alcohol are more likely to have multiple sexual partners (7, 21, 97-99) Alcohol 
is also associated with other risky sexual practices such as engaging in sex for money and/or gifts (7, 
98). The transactional sexual relationships described by drinkers are often age-disparate 
relationships between older males and younger females (11).  
Alcohol use has also been shown to be associated with lack of correct and consistent condom use 
(21, 97, 100, 101). Drinkers reported that when they consumed alcohol, condoms would be 
forgotten or seen as less important (11). Morojele and colleagues (2006) found that many male 
drinkers with multiple partners, although fearful of contracting HIV, did not use condoms with their 
regular partners (11).  Heavy alcohol use was a strong correlate for unprotected sexual intercourse in 
males and females in Botswana (98). That said, results from a recent study of males and females 
receiving sexually transmitted infections (STI) clinic services in South Africa failed to show that 
alcohol use played a significant role in unprotected sex with multiple recent partners (102).  
Other demonstrable relationships with alcohol include gender-based violence (11), sexual violence 
(100, 103) and intimate partner violence (104). 
Sexual exploitation is also related to alcohol use. Perceived and actual self-efficacy for resisting 
unwanted sexual advances decreases after alcohol consumption which increases vulnerability to 
sexual exploitation (11).  In addition, males and females appear to have different responses to 
alcohol in terms of sexual arousal, with males reporting that they were more likely to be aroused 
while many females reported that they did not feel like or enjoy sex while under the influence. 
Morojele et al (2006) found that this mismatch can sometimes lead to forced sex (11).  
The quantities of alcohol which people consume have important bearing on their risk. Across a 
number of studies, a strong dose response relationship between alcohol use and risky sexual 
behaviour is evident (98). Heavy, episodic drinking  is associated with greater sexual risks than lighter 
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or non-binge drinking (9). Frequency of drinking is also of importance. For example, Fritz (2002) 
found that frequency of drinking in the past week was correlated with the number of episodes of 
unprotected sex among males (10).  
The causal pathways which link alcohol use and risky sexual behaviour are still being investigated 
(13). Research from the field of psychology shows that much of the risky sexual behaviour associated 
with drinking is attributable to alcohol’s physiological properties which decrease accurate risk 
perception and increase attention to sexual arousal (105, 106). Other research indicates that a 
person’s likelihood of consuming alcohol before sex may be motivated by their expectation that it 
will increase their enjoyment of sex or improve their sexual performance (107, 108).  
Social scientists have also examined the relationship between alcohol use and risky sexual behaviour 
and have proposed and built on a culture-specific, conceptual model to explain this complex 
relationship (11, 109, 110).  
 
2.5.1 The drinking environment and risky sexual behaviour 
 
Establishments which serve alcohol are often the very places which link alcohol consumption with 
HIV infection risks (12). Research has demonstrated that simply having visited a place where alcohol 
is served, increased one’s likelihood of engaging in risky sexual behaviour as well as being infected 
with HIV. People who had recently visited a beer hall, were more likely to report earlier sexual 
debut, more lifetime partners and greater experience of STIs (111). 
In South Africa, many people report meeting their new sexual partners at drinking establishments 
(12, 112, 113). Meeting sex partners in drinking venues is associated with MSP and higher rates of 
unprotected sex (11, 12). 
 
These venues are often frequented by men who are seeking new sex partners (11)  and casual sexual 
encounters occur while men are dinking in alcohol establishments (10-12, 66). A study with young 
people in South Africa found a relationship between alcohol consumption and the likelihood of 
males and females engaging in unprotected casual sex, particularly in alcohol-serving establishments 
like shebeens or taverns (70). 
 
It is thought that the physical features and atmosphere of places where alcohol is served is 
conducive to sex. These include lack of lighting, dark corners, unisex toilets and seductive music. In 
some places patrons and owners seem to be unconcerned and condom provision is often lacking 
(11). As a result, the social context which exists combined with alcohol use in drinking 
establishments with these features, may contribute to increased transmission of HIV by facilitating 
risky sexual behaviour. 
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2.6  Ideational factors associated with risky sexual behaviour 
 
Ideational factors have been demonstrated to influence risky sexual behaviour. First introduced by 
Cleland and Wilson in 1987, ideation refers to new ways of thinking that diffuse within a culture by 
means of social interaction (114). It is a wide term, encompassing  cognitive, emotional, and social 
determinants of behaviour (115). According to Kincaid (2000), cognitive determinants include 
knowledge, beliefs and perceived risk. Emotional determinants include self-efficacy – which is the 
confidence in one’s own ability to do something (116), for example, to use a condom effectively. 
Social determinants of behaviour at an individual level include personal advocacy and social norms 
(115).  Ideational factors of relevance to this study include knowledge, attitudes towards condom 
use and MSP, and self-efficacy for condom use and to refuse MSP.   
 
2.6.1 Knowledge of HIV prevention 
 
Extensive literature supports the role of knowledge of HIV transmission and prevention in reducing 
the risk of HIV transmission. Numerous HIV prevention interventions have been designed to improve 
knowledge of HIV transmission with a particular emphasis on risky sexual behaviour, with the 
ultimate aim of changing behaviour (117). However, studies examining the relationship between 
knowledge of HIV prevention and risky sexual behaviour have found vastly differing results. For 
example, Katz et al (2013) suggests that knowledge of HIV is a protective factor in adolescent sexual 
behaviour in Uganda (118), while a study undertaken in Nigeria found that the amount of knowledge 
of HIV prevention did not influence condom use at last sex among males or females (119). Similarly, 
a study among females in Botswana found that HIV-related knowledge was not significantly 
associated with  risky sexual behaviour (120). 
 
2.6.2 Attitudes towards condom use and MSP 
 
Attitudes towards condom use and MSP are widely accepted as determinants of these behaviours. A 
meta-analysis of theories of reasoned action and planned behaviour as models of condom use found 
that condom use was related to intention to use condoms, which in turn was based on attitudes 
towards condom use and subjective norms (121). A study of South African Grade 12 learners found a 
similar phenomenon, with condom use attitudes and social norms predicting condom use intention 
(122). In a study among rural females in Ethiopia, those who used condoms were more likely to have 
favourable attitudes towards condom use (123).  
The impact of attitudes towards MSP on actually having MSP has also been explored, but to a far 
lesser degree. For example, the NCS 2009 found that having attitudes favouring MSP was a 
significant predictor of actually having more than one sexual partner in the past 12 months (23). 
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2.6.3 Self-efficacy for condom use and to refuse MSP 
 
Numerous studies have shown that self-efficacy to use condoms influences both condom use (123-
128) and intention to use condoms (129, 130). For example, Babalola (2006) found that high self-
efficacy for condom use and discussing condoms with friends/ sexual partners were the most 
significant predictors of condom use at last sex among young males and females in Tanzania (124) 
and Letamo et al (2013) found that young people in Botswana who had high levels of self-efficacy in 
relation to condom use were 89% significantly less likely to have engaged in risky sexual behaviour 
than those with low self-efficacy (131).  
Self-efficacy for resisting MSP is not a commonly used measure and the NCS has made advances in 
measuring this construct. For example, statements acquired from qualitative research with youth 
were used to measure attitudes and self-efficacy related to having MSP. Extensive factor analysis of 
over a hundred  similar statements was conducted to create a small set of reliable scales that would 
be expected to predict MSP and sometimes used by people to justify or resist having MSP (132).    
 
2.7 Alcohol and HIV prevention interventions 
 
It has been suggested that in countries with severe HIV epidemics, addressing harmful drinking, 
together with interventions to reduce risky sexual behaviour may have the potential to reduce HIV 
transmission more quickly than conventional HIV preventions alone (13). This suggestion is 
supported by the results from a recent modelling study in Kenya which evaluated the potential 
impact of a hypothetical alcohol intervention on HIV transmission and AIDS-related deaths (14). 
Results indicate that with widespread uptake of the interventions targeting unhealthy alcohol use, 
HIV infections could be reduced by five percent and some 18,000 AIDS-related deaths could be 
averted (14). 
There are relatively few interventions which specifically address alcohol-related risky sexual 
behaviour, although a few alcohol and HIV prevention programmes have been developed and 
implemented in sub-Saharan Africa and Asia (13, 133). Although these programmes have not always 
been evaluated, they still provide important lessons about feasibility, acceptability, and potential 
effectiveness of different approaches to reducing alcohol-related risky sexual behaviour (13). 
Broadly, interventions developed and implemented to date represent four types of approaches: 
curriculum-based prevention for youth; brief interventions; place-based interventions and 
community mobilisation and advocacy (13). 
 
2.7.1 Curriculum-based alcohol and HIV interventions for youth 
 
In South Africa, two programmes have developed and implemented curricula combining alcohol-risk 
reduction content with HIV prevention messaging. Both programmes used existing curricula 
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developed in the United States and adapted for the local context (134, 135). For example, the HIV 
and Alcohol Prevention in Schools Project was implemented in KwaZulu-Natal and has been 
rigorously evaluated. A randomised-controlled trial found that among those becoming sexually 
active during the project, learners in the intervention group reduced their frequency of alcohol use 
before or during sex compared to those in the control group. Females in the intervention group 
reported feeling more confident to refuse sex compared to controls. The intervention had no effect 
on alcohol use or alcohol-related problems (134). 
 
2.7.2 Brief interventions 
 
Research conducted in North America, Europe, and Australia has demonstrated that hazardous 
alcohol use can be effectively reduced by screening for alcohol-related problems and following-up 
with brief counselling (136). AUDIT is used to screen individuals, and those who screen positive for 
potential alcohol problems, are given brief counselling. This includes information on alcohol-related 
harm, assistance in identifying drinking-related, high-risk situations which they may encounter, and 
development of a personalised plan to reduce their drinking (35).  
This screening and brief intervention model has been used in South Africa with STI clinic patients in 
order to address their alcohol-related HIV risk (137). A randomised controlled trial found that 
participants who received the intervention were less likely to have used alcohol before or during sex 
and had decreased expectations that alcohol use would enhance sexual experiences. Six months 
after the intervention, those who received brief counselling demonstrated a 25% increase in condom 
use and a 65% reduction in unprotected sex (137).  
 
2.7.3 Place-based interventions 
 
Drinking establishments are the very places which connect alcohol use and risky sexual behaviour 
(12). Place-based programmes therefore represent a crucial opportunity to intervene in hazardous 
drinking and to reach high risk individuals at a critical time in condom use negotiation (112). 
 
One place-based intervention which has been effective is the Popular Opinion Leader (POL) 
approach. This approach suggests that a small group of forward-thinking innovators can act as 
change agents for an entire social network. The POL approach capitalises on the strength of existing 
social networks to provide channels for information dissemination, thereby expanding the reach of 
prevention messages to a large number of people. In addition, by displaying the target behaviour, 
POLs act as role models for their peers. In alcohol-serving establishments, the POL approach can also 
address the role alcohol plays in facilitating risky sexual behaviour. Research has demonstrated that 
the POL approach successfully lowered the frequency of risky sexual behaviour among patrons of 
gay bars in the United States (138). The POL approach has been adapted for use in wine bars in 
Chennai, India (139) and provides and interesting example of how the POL model can be adapted for 
a developing context (13).  
18 
 
 
Another approach which has shown effectiveness is a multi-level peer counselling and social 
influence on HIV risk reduction programme targeted at female sex workers in drinking venues in the 
Philippines. The programme included manager training to reinforce employee health and health 
improvement programmes for females (133). An evaluation showed significant increases in condom 
use at last sex, and reductions in STIs compared with control sites (140). Kalichman and colleagues 
(2013) suggest that similar interventions, which encourage owners of drinking establishments to 
institute health programmes, may be culturally adaptable and effective in alcohol-serving 
establishments in South Africa (99).  
 
2.7.4 Community mobilisation and advocacy 
 
Fisher (2010) indicates that action at a community level to reduce the harmful use of alcohol (141) is 
a promising strategy. One example of this is Soul City’s Phuza Wize campaign (142). Phuza Wize aims 
to prevent violence by make social spaces safer and by reducing alcohol-fuelled violence. In addition 
to its other objectives, the campaign seeks to highlight the risks of drinking in relation to HIV and 
violence (143). 
In addition to including the campaign into regular Soul City media programming, Phuza Wize has 
important community mobilisation and advocacy elements. The campaign promotes community 
mobilisation, and working with local stakeholders in order to create safer drinking spaces and a 
supportive environment for safe drinking (143).   
The advocacy component of the campaign includes: providing advocacy training to communities; 
engaging with various government departments and lobbying for legislative change and a holistic 
policy in the Departments of Health, Transport, Trade & Industry, Social Development and 
Education; providing technical support to selected provinces and departments to shape and develop 
alcohol laws; holding media roundtables; hosting critical thinking fora; and providing substantive 
input into 2011 Substance Abuse Summit (142, 143). 
An evaluation of the Phuza Wize campaign found that 45% of  the population aged 16-55 years were 
exposed to the campaign and that those exposed were significantly more likely to intend to cut 
down on their drinking (144). 
 
2.8 Problem Statement  
 
Alcohol use and misuse is an important risk factor for HIV infection in southern Africa. South Africa’s 
National Strategic Plan (NSP) for HIV, STIs and TB defines people who abuse alcohol as a key 
population for targeted interventions (145). Despite the urgent need to address the relationship 
between alcohol use and risky sexual behaviour as part of the HIV prevention response, little has 
been done to date. The only national campaign, Phuza Wize, which addressed this important issue is 
no longer funded (146). 
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2.9 Study Justification 
 
Alcohol consumption has been identified as one of the drivers of the HIV epidemic in South Africa. 
Various studies have examined the relationship between alcohol and risky sexual behaviour but 
these have predominately been undertaken in high risk groups such as sex workers (100, 111), bar 
patrons (37, 111), bar/hotel workers (7) or high risk drinkers (100). In addition, many of these studies 
have been venue based. However, as Chersich et al (2007) point out, the relationship between 
drinking patterns and unsafe sex varies between drinking contexts, population groups and other 
interacting factors (100). Findings among high risk groups are likely to differ from the general 
population (100). 
A few population-based studies on the relationship between alcohol and risky sexual behaviour have 
been undertaken (147, 148). In Carletonville, South Africa, a cross-sectional study reported on the 
relationship between alcohol and HIV prevalence in migrant females (149) but did not look at the 
relationship between alcohol use and risky sexual behaviour. The two SADHS of 1998 and 2003 (48, 
49), reported on alcohol use but not on its relationship to risky sexual behaviour. The 2009 South 
African National HIV Prevalence, Behaviour and Communication Survey (SABSSM III) (2) reported on 
risky sexual behaviours such as MSP among high-risk drinkers but this was in the context of a greater 
survey and the results for alcohol are not specifically presented.  At the time of writing there was no 
published national, population-based study on this topic which had been undertaken in South Africa. 
How and among whom different dimensions of alcohol use affect risky sexual behaviour in South 
Africa’s general population is unknown. However, Morojele et al (2006) suggest that a study to look 
at the extent of risky sexual behaviour among adult and risky drinkers in South Africa is needed (11). 
Understanding the extent of alcohol use and risky sexual behaviour and the relationship between 
the two in the general population in South Africa will assist policymakers and planners to design and 
implement future interventions to address this important risk factor.  
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Chapter 3: Aims and Objectives 
 
3.1 Aim  
 
The overall aim of this study was to examine the relationship between alcohol use and risky sexual 
behaviour among males and females aged 16-55 years in South Africa in 2012.  
 
3.2 Specific objectives 
 
The research objectives were: 
1. To describe the socio-demographic characteristics of male and female drinkers aged 16-55 
years  in South Africa in 2012 
2. To describe the prevalence and patterns of alcohol consumption among males and females 
aged 16-55 years  in South Africa in 2012 
3. To describe the prevalence and patterns of risky sexual behaviours (multiple sexual partners 
in the past 12 months, multiple sexual partners in the past month, transactional sex, age-
disparate sex and unprotected sex) among males and females aged 16-55 years  in South 
Africa in 2012 
4. To explore the relationship between alcohol use and risky sexual behaviours among males 
and females aged 16-55 years  in South Africa in 2012 
 
The fourth objective tested the hypothesis that adult male and female alcohol users were more 
likely to engage in risky sexual behaviour. The null and alternative hypotheses were: 
 
1. Alcohol dependence and risky sexual behaviour: 
H0: There is no difference between males and females who are alcohol dependent and those 
who are not alcohol dependent to engage in multiple sexual partnerships, transactional sex 
and age-disparate sex; and condom use 
H1: Males and females who are alcohol dependent are more likely to engage in multiple 
sexual partnerships, transactional sex and age-disparate sex; and less likely to use a condom 
than those who are not alcohol dependent 
 
2. Binge drinking and risky sexual behaviour: 
H0: There is no difference between males and females who binge drink and those who do 
not binge drink to engage in multiple sexual partnerships, transactional sex and age-
disparate sex; and condom use 
H1: Males and females who binge drink are more likely to engage in multiple sexual 
partnerships, transactional sex and age-disparate sex; and less likely to use a condom than 
those who do not binge drink 
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3. Frequency of drinking in the past month and risky sexual behaviour: 
H0: There is no difference between males and females who drink frequently in the past 
month and those who do not drink frequently in the past month to engage in multiple sexual 
partnerships, transactional sex and age-disparate sex; and condom use. 
H1: Males and females who drank frequently in the past month are more likely to engage in 
multiple sexual partnerships, transactional sex and age-disparate sex; and less likely to use a 
condom than those who do not drink frequently in the past month 
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Chapter 4: Methodology 
 
4.1 Study Design 
 
This was a secondary analysis of data from the Third National HIV Communication Survey (NCS) 
(132). Primary data were collected through a nationally representative cross-sectional study 
conducted between February and May 2012. The aim of the primary study was to examine the 
impact of HIV communication programmes on various HIV-related outcomes (132). Although the 
main aim was not to investigate alcohol use, several alcohol-related questions were included in the 
questionnaire. 
The overall aim of this study was to examine the relationship between alcohol dependence, binge 
drinking and frequency of drinking in the past month and risky sexual behaviour in the adult 
population in South Africa in 2012. In this study, patterns and prevalence of alcohol use was 
examined among all respondents (n=10,034). All other analysis was restricted to sexually active 
respondents (n=6,061). 
 
4.2 Study Population and Sampling 
 
The population for the primary study was all South Africans aged 16-55 years who lived in private 
households. Multi-stage, cluster sampling was used to collect data from a random sample of 10,034 
respondents (n=4,065 males and n=5,969 females).  The sample size was calculated based on the 
statistical rules applicable for multi-stage probability-based cluster methodologies: the population 
percentage, the standard error, the desired level of significance and the design effect (132). 
The multi-stage, cluster sampling followed three stages. In the first stage, primary sampling units 
(PSUs) were selected within each province with probability proportional to size, the measure of size 
being the number of individuals in each sub-place. PSUs were Statistics South Africa sub-places. An 
initial sub-place was randomly selected from each province, thereafter additional sub-places were 
selected from each province by systematically skipping through the listed sub-places in each 
province according to a sampling interval that yielded the desired sample size for each province. A 
total of 400 PSUs were selected. In the second stage, the number of households within each PSU 
was defined. This number was calculated proportional to the size of the population of each sub-
place. A systematic sampling approach was utilised to select the households to be visited in each sub 
place. For each sub-place, a sampling interval was calculated and the starting point was randomly 
selected. In the third stage, one eligible respondent (male or female 16-55 years old who spent four 
or more nights at the household for most days of the year) per household was randomly selected to 
be interviewed using the KISH Grid method (132). 
Sample weights were introduced to correct for selection bias at the sub-place, household and 
individual levels. The “smallest” province in the sample, the Northern Cape was oversampled. This 
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was because it  yielded a sample size prediction of less than 100 respondents for the age group 16-
24 years (based on a possible 33:66 age group proportion split between ages 16-24 and ages 25-55), 
which was considered too small to yield reliable results when analysing the data at provincial level. 
The sample was weighted back to be representative of the population in South Africa in respect of 
sex, age, race, settlement type and province. Sample weights were benchmarked using the 2007 
Community Survey undertaken by Statistics South Africa (132).  
All data from the primary study was included in the secondary analysis for objectives 1 and 2. The 
sample for the secondary data analysis consisted of 10,034 respondents (n=4,065 males and n=5,969 
females). For the analysis of risky sexual behaviour, a subset of 6061 sexually active women and men 
(male n=2,467; female n=3,594) were included. 
 
4.3 Data Collection 
 
Data were collected using a structured, interviewer-administered questionnaire. Fieldworkers used 
computer assisted personal interviewing (CAPI) to administer the questionnaire, which was 
translated into all eleven official South African languages. At each selected household, face-to-face 
interviews were conducted with respondents in their home language by trained interviewers 
matched as far as possible to the socio-demographics of the respondent. The interview took 
approximately one-and-a half hours. A 10% validation check was undertaken in person or 
telephonically to review the work of each interviewer. 
 
4.4 Measurement  
 
The questionnaire comprised 13 sections designed to measure socio-demographic variables 
exposure to HIV communication programmes and various HIV-related outcomes (132). Of relevance 
to this study were the sections covering: socio-demographic characteristics; alcohol use; sexual 
behaviour and practises (including a sexual calendar); HIV knowledge; attitudes and self-efficacy for 
faithfulness and MSP; self-efficacy for condom use; violence and abuse; and exposure to HIV 
communication programmes (HCP). The items used in this study are included in Appendix A. 
 
4.4.1 Exposure variables 
 
 
a. Lifetime drinking was measured by asking respondents “Have you ever had an alcoholic 
drink?”. Response options were “Yes” or “No”. Current drinking was measured by collapsing 
the response options to the question: “During the past month, how many times did you 
have an alcoholic drink?”, into two categories consistent with the way current drinking has 
been measured elsewhere (61). These were: “Drank any alcohol in the past month” and “Did 
not drink any alcohol in the past month”. 
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b. Alcohol dependence was assessed using the CAGE questionnaire (42). Respondents were 
asked to respond to the four-item CAGE questionnaire. The specific items, with yes/no 
responses, were: “Have you ever felt you should cut down on your drinking?”; “Have people 
annoyed you by criticising your drinking”; “Have you ever felt bad or guilty about your 
drinking?”;  and “Have you ever had a drink first thing in the morning to steady your nerves 
or get rid of a hangover (eye-opener)?”.  As recommended by Dhalla and Kopec (2007) (45) 
and in line with other studies in South Africa (46), respondents were classified as alcohol 
dependent if they responded “yes” to at least two items. Chronbach alpha for CAGE for this 
sample was 0.79 and 0.80 and 0.71 for males and females respectively. 
 
c. Binge drinking was measured using a gender-specific question (43): “How often do you have 
(for males) five or more and (for females) four or more drinks on one occasion?”. Response 
items were: “Never”; “Hardly ever”; “Less than once a month”; “A few times a month”; 
“Almost every week; and “Almost every day”.  A new variable was created to classify 
respondents into two categories “Binge drinkers” and “Non binge drinkers”. Those who 
answered “Never” or “Hardly ever” to the original question were coded as “Non binge 
drinkers”, while those who chose any of the other answer options were coded as “Binge 
drinkers”.   
 
d. Frequency of drinking was measured using the question: “During the past month, how many 
times did you have an alcoholic drink?”. Response options included: “Almost every day”; 
“Several times per week”; “At least once a week”’ “At least once a month”; and “Never”.    
 
4.4.2 Outcome variables 
 
The outcome measures (risky sexual behaviour) were as follows: MSP in the past 12 months; MSP in 
the past month; transactional sex; age-disparate sex and unprotected sex. The measurement of 
these variables is described below. 
 
a. Multiple sexual partners in the past 12 months was measured by asking respondents: 
“Overall, how many different people did you have sex with in the past 12 months (including 
your spouse or live-in partner)?”. Respondents who reported two or more sex partners in 
the past 12 months were defined as having MSP in the past 12 months (2). Respondents’ 
answers were validated using the data from the sexual calendar. 
 
b. Multiple sexual partners in the past month was measured by asking respondents: “How 
many different people have you had sex with in the past month (including your spouse or 
live-in partner)?”. Respondents who reported two or more sex partners in the past month 
were defined as having MSP in the past month. 
 
 
c. Two different measures of transactional sex were used, namely provision of money/gifts in 
exchange for sex and receipt of money/gifts in exchange for sex. Providing money/gifts in 
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exchange for sex was measured by a positive response to a question in the sexual calendar: 
“In the past year did you give this person gifts or money in order to have sex with him/her?”. 
Receiving money/gifts in exchange for sex was measured by a positive response to a 
question in the sexual calendar: “In the past year did you receive gifts or money from this 
person in order to have sex with him/her?”. Both variables measured transactional sex 
across all sexual partnerships reported in the sexual calendar. For males, transactional sex 
was defined as having provided money/gifts in exchange for sex while for females, 
transactional sex was defined as having received money/gifts in exchange for sex. 
 
d. In this study, age-disparate sex was defined as a sexual partnership where there was an age 
gap larger than five years. The difference between a respondent’s age and the age of their 
sex partner was calculated using data from a sexual calendar. Two, gender specific variables 
were created. For males, age-disparate sex was defined as having any sex partner five or 
more years younger than themselves. For females, age-disparate sex was defined as having 
any sexual partner five or more years older than themselves. 
 
e. Condom use: Similar to other studies (7), unprotected sex was defined as condom use at last 
sex and measured using a question from the sexual calendar: “Did you use a condom the last 
time you had sex with this person?”. “This person” referred to the respondent’s last sex 
partner. 
 
4.4.3 Covariates 
 
Covariates measured in this study included socio-demographic factors, ideational factors, HIV status, 
exposure to HIV communication programmes (HCP) and behaviour. 
 
4.4.3.1 Socio-demographic factors 
 
Sex, age, race, marital status, education, employment and settlement type were measured using the 
questions outlined in section 1 of the questionnaire (Appendix A).  
In line with other research (150), the NCS 2012 used a number of items to measure poverty including 
availability of food. In this study, food security was used as a measure of socio-economic status. The 
main reason for selecting this measure was that one of the outcomes, transactional sex, was defined 
as the exchange of sex for money or gifts. Food security could be associated with risky sexual 
behaviour such as transactional sex and MSP (151).Food security was measured using a single 
question: “In the past 12 months, how often have you gone without enough food to eat?”. Response 
options included: “Often”, “Sometimes”, “Rarely” and “Never”. Those who answered “Often” or 
“Sometimes” were defined as food insecure. 
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4.4.3.2 Ideational factors 
 
The ideational factors examined in this study comprised knowledge of HIV prevention methods, 
attitudes towards condom use, attitudes towards MSP, self-efficacy for condom use and self-efficacy 
to resist MSP. 
Knowledge of HIV prevention methods was assessed using the question:  “Can you tell me all the 
ways that you know that HIV infection can be prevented?”.  In line with other studies (119), a 
cumulative knowledge score was created using 10 correct response options. This continuous scale 
was split into three categories: no HIV prevention knowledge, lower knowledge (defined as knowing 
one to three correct methods) and high knowledge (defined as knowing five to ten correct ways in 
which HIV can be prevented).  
Table 3 describes the scales which were created using items from the primary study to measure 
attitudes and self-efficacy towards condom use and MSP. Items were measured on 4-point scale:  (1) 
strongly disagree to (4) strongly agree or (1) not sure at all to (4) completely sure. Data were 
reversed coded where necessary.  Items relating to condom use were gender specific, so separate 
scales for males and females were developed. These continuous scales were split into categorical 
variables to use in the analysis.  
 
Table 3: Measurement of ideational factors 
Ideational factor Items Alpha 
coefficient 
Attitudes towards 
condom use 
 5 items for males and females 
eg.“Using a condom will make your partner think you don’t 
trust him/her” 
0.75 (males) 
0.70 (females) 
Self-efficacy for 
condom use  
4 items for males; 5 items for females 
eg. “I can refuse to have sex if someone I like refuses to 
use a condom” 
0.62 (males) 
0.73 (females) 
Attitudes towards 
MSP 
4 items for both males and females 
eg. “It's ok to have sex with others as long as your main 
partner does not find out” 
0.71 
Self-efficacy for 
resisting MSP 
5 items for both males and females 
eg. “How sure are you that you can resist the temptation 
of having sex with anyone else besides your main sex 
partner” 
0.71 
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4.4.3.3 HIV status  
 
Knowledge of HIV status was measured by asking respondents: “Do you know your HIV status?”. 
Response options were “Yes” and “No”. Self-reported HIV status was measured by asking 
respondents who had indicated that they knew their HIV status and who felt comfortable answering 
the question: “What is your HIV status?”. Response options were “HIV positive” or “HIV negative”. 
 
4.4.3.4 Exposure to HIV communication 
 
A number of evaluations have demonstrated that exposure to HCPs is associated with safer sexual 
behaviours such as condom use (23, 152). During the 12 months prior to the survey several 
independent HCPs as well as integrated communication campaigns to prevent HIV infection and help 
people living with HIV and AIDS were implemented. To create the combined measure of programme 
exposure, several steps were taken. In each step, several statistical analyses were undertaken that 
ended in the creation of 19 differentiated programme components. These were: Intersexions TV 
drama and radio programme; 4Play: Sex Tips for Girls TV drama; Brothers for Life programme 
components (7); Scrutinize Campaign;  iLife community radio drama;  Siyayinqoba Beat It! 
programme components (7); Soul City TV drama; Soul City OneLove campaign components (5); Soul 
City community radio talk show; Soul City Love Stories in a Time of HIV/AIDS; Soul City Soul Buddyz 
TV and/or club participation; Soul City booklets (8); loveLife UNCUT magazine; loveLife talk radio; 
loveLife Foxy Chix radio drama; loveLife Nakanjani TV campaign (3); loveLife telephone activities (4; 
loveLife face-to-face programmes (14); and SANAC’s “I am responsible” campaign. Factor analysis 
was conducted to confirm that the 19 programmes could be added into a single measure of 
exposure. The internal reliability of the combined measure as measured by Cronbach alpha was 
0.85, indicating a high level of reliability (132). This continuous scale was split into not exposed to 
any HCPs (0) and exposed to at least one HCP (1) to use in the analysis. 
 
4.4.3.5 Behaviour: interpersonal violence 
 
Literature has revealed that different types of violence were associated with both alcohol use (11, 
100, 103) and risky sexual behaviour (38, 39, 84, 104) and was thus included as a covariate. Violence 
was assessed through the question: “Have you been in a physical fight in the past year?”. Answer 
options were “Yes” or “No”.  
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4.5 Data Management and Data Analysis 
 
For the primary study, data were imported into Stata (version 12.0, STATA Corp,. College Station, 
Texas, USA). The secondary study used the de-identified and cleaned dataset. For the secondary 
study, the dataset was checked and additional cleaning conducted using Stata version 12. Normality 
was checked for using histograms and Skewness/Kurtosis tests in Stata. New categories and 
variables were created using the study data and adapted to meet the objectives of this secondary 
analysis.  All analysis took into account the multistage, cluster sample design of the study. 
For objective 1, to describe the characteristics of drinkers in South Africa, the data were largely 
categorical and chi-squared (Х2) tests were used to test associations between socio-demographic 
characteristics and alcohol use. Continuous data such as age were transformed to categorical 
variables. Analysis was restricted to sexually active respondents only and was performed for males 
and females separately. Results were presented using frequencies, percentages and p-values. 
For objective 2, to describe the patterns and prevalence of alcohol use, descriptive analysis of the 
alcohol variables was conducted. The categorical variables such as age and education were 
presented using frequency and percentages. A median with interquartile range was calculated for 
continuous variables such as age. Analyses were conducted for all respondents and for sexually 
active respondents separately.  
For objective 3, to describe the patterns and prevalence of risky sexual behaviour, the data were 
largely categorical and chi-squared (Х2) tests were used to test associations between covariates (ie. 
socio-demographic characteristics, ideational factors; HIV status; exposure to HCPs and behaviour) 
and the five outcome variables. Analysis was restricted to sexually active respondents only and was 
performed for males and females separately. Results were presented using frequencies, percentages 
and p-values. 
For objective 4, to test the hypothesis that multiple dimensions of alcohol use  increased risky sexual 
behaviour, logistic regression models were built that modelled alcohol dependence, binge drinking 
and frequency of drinking in the past month and risky sexual behaviour.  Each model was built 
separately for males and females. Because of the multiple outcomes measures in this study, alcohol 
variables were only added into the models where they were significant (p<0.1) in the univariate 
analysis. 
Analyses controlled for other covariates which were selected on a basis of theoretical relevance and 
being independently associated with the outcomes in bivariate analysis (p-value <0.10). These 
models were developed using a backwards stepwise logistic approach. All significant variables were 
entered into the model, and at each step the least significant variable was removed until all the 
remaining variables had a statistically significant contribution to the model or were theoretically 
important (based on the literature). Variables were eliminated based on p-values > 0.1.  
Age and cohabitation status were controlled for in each model. Age was included in the model as a 
continuous variable as a relationship between age and risky sexual behaviour has been described in 
the literature. Marital status was collapsed into two categories: cohabiting and non-cohabiting.  
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Finally, interaction terms were created and tested for inclusion in the models. The interaction 
between two exposure variables was considered if the effect of one exposure varied according to 
the level of the other exposure (153). Where adjusted odds ratios (AORs) varied by 10% or more 
after adding the alcohol variables to the models, interaction parameters were introduced (153).  
The results of the final logistic regression models were reported using AORs and 95% confidence 
intervals (CIs). Interaction was shown using strata with AORs and 95% CIs. 
 
4.6 Ethics 
 
Ethical approval for the primary study (Protocol H110701) was obtained from the University of the 
Witwatersrand’s Human Research Ethics Committee (HREC Non-medical) (Appendix B). Permission 
to use the data was obtained from the principle investigator of the primary study (Appendix C) as 
well as from the NCS steering committee (Appendix D). Ethical approval for the secondary study 
(M130965) was obtained from the University of the Witwatersrand Human Research Ethics 
Committee (HREC Medical) (Appendix E). 
Several ethical issues were considered for the primary study. Fieldworkers received extensive 
training on ethical issues. Gender considerations were addressed by ensuring, as far as possible, that 
participants are interviewed by fieldworkers of a similar age and gender to the participant. Male 
fieldworkers interviewed only male participants while female fieldworkers interviewed both male 
and female respondents. This was in an attempt to ensure gender sensitivities around sex and sex 
partners (132).  
Each participant received an information sheet and a consent form in his or her home language. The 
information and consent form invited the individual to participate in the study and explained the 
purpose of the study, the respondent selection process, the voluntary nature of participation, 
confidentiality, anonymity, and the fact that participants could change their mind about participating 
at any time. The information document also explained the potential benefits of participating in this 
study. While there are no financial or material incentives, respondents were informed that the 
information gathered in this study would be used to help HIV organisations better serve the 
population. Respondents were also warned that they might feel some discomfort as several 
questions are about sex and sexual behaviour (132).  
The fieldworker read the information and consent form to each selected respondent. If the selected 
individual was willing to participate, s/he signed a copy of the consent form or, in the case of 
respondents with limited literacy, placed a mark on the paper. Each respondent kept a copy (132).  
For participants aged 16 and 17 years, the child’s own consent was sought as well as that of a parent 
or guardian. Each respondent was given a choice as to where and when the interview would be 
conducted (132).  
Once the interviews are complete, respondents were asked if they would like to make any other 
comments or ask any questions. Thereafter, they were thanked and provided with a list of 
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organisations where they could seek additional information or assistance on issues pertaining to 
health, HIV and general issues such as drugs, HIV, and abuse (132).  
Careful training of fieldworkers included enabling them to observe a number of measures 
introduced to ensure confidentiality of information. For instance, fieldworkers could not conduct the 
face-to-face interview if there was a third person present in the room. Names of participants were 
recorded on a separate sheet and there was no way of linking specific answers back to individuals. 
Anonymity of respondents was maintained throughout the study (132). 
In terms of ethical considerations for this study, the database was anonymous and there was no way 
of linking individual answers and information back to the questionnaires. Secondary data analysis 
was conducted by the researcher alone, with guidance from her supervisors. The dataset will be 
stored on the researcher’s laptop which will be password protected for a period of two years 
following the end of the study. Access to the dataset will be limited to the researcher and her 
supervisors and the data will not be shared with any other person. 
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Chapter 5: Results 
 
The overall aim of this study was to examine the relationship between alcohol use and risky sexual 
behaviour among males and females in the general population in South Africa in 2012. In this 
chapter the prevalence and patterns of alcohol use among all respondents and among sexually 
active respondents, the characteristics of drinkers, and prevalence and patterns of risky sexual 
behaviour are presented. Associations between the five outcome variables (ie. MSP in the past 12 
months, MSP in the past month, transactional sex, age-disparate sex and condom use) and the 
exposure variables (binge drinking and frequency of drinking in the past month) are also presented.  
5.1 Socio-demographic characteristics and prevalence and patterns of alcohol consumption among 
all males and females aged 16-55 years in South Africa in 2012 
 
5.1.1 Socio-demographic characteristics of all respondents 
 
The socio-demographic characteristics of all respondents (n=10,034) who participated in the study 
are described in table 4. The median age of the study sample was 29 years and the interquartile 
range (IQR) was 17 years. One in five (18.61%) respondents were aged 20-24 years, 17.91% were 25-
29 years of age.  Most of the participants (78.20%) were Black African.  A third had completed matric 
and 39.80% had attended some high school. Just under half (47.46%) were unemployed and 15.42% 
were students. Nearly two thirds (62.15%) of respondents lived in urban areas. 
Table 4: Socio-demographic characteristics of all respondents 
Characteristics Frequency Unweighted percentage (%) Weighted percentage (%) 
 
Sex n=10,034    
Male 4,065 40.51 48.33 
Female 5,969 59.49 51.67 
    
Age (years) n=10,034 
16-19  1,336 13.31 12.99 
20-24  2,063  20.56 18.61 
25-29  1,769  17.63 17.91 
30-34  1,369  13.64 13.46 
35-39  1,077 10.73 11.42 
40-44  821 8.18 9.16 
45-49  684  6.82 6.99 
50-55  915  9.12 9.47 
Median (IQR) 29 (17)   
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Characteristics Frequency Unweighted percentage (%) Weighted percentage (%) 
 
Race n=10,026    
Black 8,225 82.04 78.20 
Coloured 1,447 14.43 9.28 
Indian 171 1.71 2.53 
White 183 1.83 10.00 
    
Education n=10,014    
No schooling 142 1.42 1.58 
Up to primary school 1,075 10.73 10.41 
Up to grade 11 4,253 42.47 39.80 
Matric 3,385 33.80 33.83 
Tertiary 1,159 11.57 14.38 
    
Employment n=9,739 
Employed 3,246 33.33 37.12 
Unemployed 5,012 51.46 47.46 
Student 1,481 15.21 15.42 
    
Settlement type n=10,034 
Urban 6,870 68.47 62.15 
Rural 3,164 31.53 37.85 
 
5.1.2 Prevalence of alcohol consumption 
 
The prevalence of alcohol use among all respondents is shown in table 5 below. About two thirds 
(62.80%) of South Africans aged 16-55 years reported never having had an alcoholic drink. Nearly 
half (49.58%) of males reported lifetime drinking, while 25.69% of females reported this. This study 
found that 25.28% of all respondents were current (past month) drinkers. More males (34.35%) 
drank in the past month than females (16.79%).  
Of those who reported ever drinking alcohol, 37.11% were classified as alcoholic dependent. Over 
40% (41.79%) of male drinkers were alcohol dependent, while 28.78% of females were. 
About 70% of males were classified as binge drinkers and more than half (53.80%) of female drinkers 
were.  
 
  
33 
 
Table 5: Prevalence of alcohol use and misuse among all adult males and females  
Lifetime drinking n=9,748   
Total 
sample 
Weighted 
percentage (%) 
Frequency 
Males 
n=3,927 
Weighted 
percentage (%) 
Frequency 
Females 
n=5,821 
Weighted 
percentage (%) 
3,369 37.20 1,909 49.58 1,460 25.69 
Current drinking n=10,034   
Total 
sample 
Weighted 
percentage (%) 
Frequency 
Males  
n= 4,065 
Weighted 
percentage (%) 
Frequency 
Females 
 n= 5,969 
Weighted 
percentage (%) 
2,359 25.28 1,359 34.35 1,000 16.79 
Alcohol dependence  n=3,252   
Total 
sample 
Weighted 
percentage (%) 
Frequency 
Males 
n=1,842 
Weighted 
percentage (%) 
Frequency 
Females 
n=1,410 
Weighted 
percentage (%) 
1,288 37.11 818 41.79 470 28.78 
Binge drinking    
Total 
sample 
Weighted 
percentage (%) 
Frequency 
Males  
n= 1,872 
Weighted 
percentage (%) 
Frequency 
Females  
n=1,421 
Weighted 
percentage (%) 
- - 1,277 70.09 711 53.80 
 
 
5.1.3 Drinking patterns in the past month 
 
Table 6 shows that nearly a quarter (24.09%) of lifetime drinkers did not drink in the past month. 
Some 28.63% of respondents reported drinking at least once a month. A further 28.39% said they 
drank at least once a week. About 15% (14.72%) said that they drank several times per week and less 
than 5% reported drinking almost every day. 
Among males who had ever drunk, 17.81% did not drink in the month prior to the survey. Some 
27.12% said they had drunk at least once a month and a third (32.15%) reported drinking at least 
once a week. Less than a fifth (17.83%) said that they drank several times per week and around 5% 
reported drinking almost every day. 
Among female lifetime drinkers, 35.40% did not drink in the previous month. Around a third 
(31.35%) said they had drunk at least once a month and just over a fifth (21.60%) reported drinking 
at least once a week. Less than 10% (9.11%) said that they drank several times per week and 2.55% 
reported drinking almost every day. 
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Table 6: Prevalence of alcohol consumption in the past month among all adult males and females 
 All respondents n=3,307 Males n=1,876 Females n=1,431 
During the past month 
how many times did 
you have an alcoholic 
drink? 
Frequency Weighted 
percentage 
(%) 
 
Frequency Weighted 
percentage 
(%) 
 
Frequency Weighted 
percentage 
(%) 
 
Almost every day 140 4.18 95 5.08 45 2.55 
Several times per week 489 14.72 352 17.83 137 9.11 
At least once a week 849 28.39 567 32.15 282 21.60 
At least once a month 948 28.63 517 27.12 431 31.35 
Never 881 24.09 345 17.81 536 35.40 
 
Table 7 shows the how often males and females reported being drunk in the past month.  Just under 
half (45.35%) of lifetime drinkers said they had not been drunk in the past month. Some 23% of 
respondents reported being drunk at least once in the previous month. A further 18.88% said they 
were drunk at least once a week. About 10% said that they were drunk several times per week and 
2.70% reported being drunk almost every day in the month prior to the survey. 
Among males who had ever drunk, 36.67% said that they were never drunk in the month prior to the 
survey. A quarter said they were drunk at least once in the last month and 22.39% reported being 
drunk at least once a week. Over 10% said that they were drunk several times per week and 3.35% 
reported being drunk almost every day in the past month. 
Among females who had ever drunk, 60.83% said that they were never drunk in the previous month. 
Around a fifth (18.54%) said they had been drunk at least once in the previous month and 12.64% 
reported drinking at least once a week in the past month. Over five percent (6.44%) said that were 
drunk several times per week and 1.55% reported being drunk almost every day in the month before 
the survey. 
Table 7: Prevalence of being drunk in the past month among all adult males and females 
 All respondents n=3,289 Males n=1,867 Females n=1,422 
During the past 
month how many 
times have you 
been drunk? 
Frequency Weighted 
percentage 
(%) 
Frequency Weighted 
percentage 
(%) 
Frequency Weighted 
percentage 
(%) 
Almost every day 92 2.70 64 3.35 28 1.55 
Several times per 
week 
335 10.37 241 12.57 94 6.44 
At least once a week 651 18.88 452 22.39 199 12.64 
At least once a 
month 
736 22.69 466 25.02 270 18.54 
Never 1,475 45.35 644 36.67 831 60.83 
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5.1.4 Drinking environment 
 
All respondents, regardless of whether they had ever had an alcoholic drink or not, were asked 
whether they had been to a shebeen, bar, tavern and/or nightclub where alcohol was served in the 
month preceding the survey. Table 8 shows that 16.15% of all respondents had visited a place where 
alcohol was served in the past month. Just over a quarter of males (25.88%) and 6.72% of females 
said they had been to an alcohol-serving establishment in the last month. 
Table 8 also shows nearly three-quarters (73.49%) of males reported binge drinking at their last visit 
to an alcohol-serving establishment. Around sixty percent (60.55%) of females reported this. 
Table 8: Prevalence of visiting a drinking establishment and binge drinking at last visit among all 
adult males and females  
Visited a place where alcohol was served in the past month n=4,759 
Total sample Weighted 
percentage (%) 
Frequency 
Males 
n=1,941 
Weighted 
percentage (%) 
Frequency 
Females 
n=2,818 
Weighted 
percentage (%) 
702 16.15 494 25.88 208 6.72 
Binge drinking at last visit to place where alcohol was served n=702 
Total sample Weighted 
percentage (%) 
Frequency 
Males  
n=487 
Weighted 
percentage (%) 
Frequency 
Females 
 n=209 
Weighted 
percentage (%) 
- - 358 73.49 115 60.55 
 
5.2 Prevalence and patterns of alcohol consumption among sexually active males and females 
aged 16-55 years in South Africa in 2012 
 
5.2.1 Socio-demographic characteristics of sexually active respondents 
 
The socio-demographic characteristics of sexually active respondents (n=6,061) who participated in 
the study are described in table 9. The median age of sexually active respondents was 29 years and 
the interquartile range was 15 years. One in five (20.80%) respondents were aged 20-24 years, 
21.28% were 25-29 years of age.  The majority of respondents (79.33%) were Black African.  Over a 
third had completed matric and 38.07% had attended some high school. Just under half (49.08%) 
were unemployed and 9.47% were students. Nearly two-thirds (62.13%) of respondents lived in 
urban areas. 
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Table 9: Socio-demographic characteristics of sexually active respondents 
Characteristics Frequency Unweighted percentage (%) Weighted percentage (%) 
Sex n=6,061    
Male 2,467 40.70 48.27 
Female 3,594 59.30 51.73 
    
Age (years) n= 6,061    
16-19  421 6.95 6.32 
20-24  1,378 22.74 20.80 
25-29  1,294 21.35 21.28 
30-34  995 16.42 16.26 
35-39  718 11.85 12.83 
40-44  516 8.51 9.62 
45-49  371  6.12 6.23 
50-55  368  6.07 6.65 
Median (IQR) 29 (15)   
    
Race n=6,061    
Black 5,029 83.00 79.33 
Coloured 824 13.60 8.87 
Indian 104 1.72 9.31 
White 102 1.68 2.48 
    
Education n=6,061    
No schooling 56 0.93 1.02 
Up to primary school 507 8.38 8.44 
Up to grade 11 2,477 40.94 38.07 
Matric 2,201 36.38 35.68 
Tertiary 809 13.37 16.79 
    
Employment n=5,970 
Employed 2,229 37.34 41.45 
Unemployed 3,198 53.57 49.08 
Student 543 9.10 9.47 
    
Settlement type n=6,061 
Urban 4,193 69.18 62.13 
Rural 1,868 30.82 37.87 
 
5.2.2 Prevalence of alcohol consumption 
 
The prevalence of alcohol use is shown in table 10 below. Over half (56.75%) of sexually active South 
Africans aged 16-55 years reported never having had an alcoholic drink alcohol. Some 56.91% of 
males reported ever having drunk alcohol while 30.56% of females reported this. This study found 
that 32.35% of sexually active respondents were current (past month) drinkers. More males 
(46.48%) drank in the past month than females (19.17%).  
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Of those who reported ever drinking alcohol, 37.80% were classified as alcohol dependent. Some 
43.52% of male drinkers were alcohol dependent, while 27.98% of females were. Over 70% (72.58%) 
of males and 56.61% of females who had ever drunk alcohol were classified as binge drinkers.  
Table 10: Prevalence of alcohol use and misuse among sexually active adult males and females  
Lifetime drinking n=5,972   
Total 
sample 
Weighted 
percentage (%) 
Frequency 
Males 
n=2,418 
Weighted 
percentage (%) 
Frequency 
Females 
n=3,554 
Weighted 
percentage (%) 
2,421 43.25 1,373 56.91 1,048 30.56 
Current drinking n=6,061   
Total 
sample 
Weighted 
percentage (%) 
Frequency 
Males  
n=2,467 
Weighted 
percentage (%) 
Frequency 
Females 
n=3,594 
Weighted 
percentage (%) 
1,786 32.35 1,136 46.48 650 19.17 
Alcohol dependence  n=2,361   
Total 
sample 
Weighted 
percentage (%) 
Frequency 
Males 
n=1,340 
Weighted 
percentage (%) 
Frequency 
Females 
n=1,021 
Weighted 
percentage (%) 
952 37.80 607 43.52 345 27.98 
Binge drinking    
Total 
sample 
Weighted 
percentage (%) 
Frequency 
Males  
n=1,347 
Weighted 
percentage (%) 
Frequency 
Females  
n=1,021 
Weighted 
percentage (%) 
- - 954 72.58 535 56.61 
 
 
5.2.3 Drinking patterns in the past month 
 
Respondents were asked about alcohol use in the past month. Table 11 shows that 22.41% of all 
respondents who had ever drunk alcohol did not drink in the past month. Some 28.73% of 
respondents reported drinking at least once a month. A further 29.91% said they drank at least once 
a week. Over 15% (15.64%) said that they drank several times per week and 3.30% reported drinking 
almost every day. 
Among males who had ever drunk, 15.30% did not drink in the month prior to the survey. Less than 
30% (27.39%) said they had drunk at least once a month and a third (33.89%) reported drinking at 
least once a week. A fifth (19.38%) said that they drank several times per week and 4.04% reported 
drinking almost every day. Among females who had ever drunk, 34.79% did not drink in the previous 
month. A third (31.08%) said they had drunk at least once a month and 22.98% reported drinking at 
least once a week. Less than 10% (9.14%) said that they drank several times per week and 2.01% 
reported drinking almost every day. 
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Table 11: Prevalence of alcohol consumption in the past month among sexually active adult males 
and females 
 All sexually active 
respondents n=2,381 
Males n=1,351 Females n=1,030 
During the past 
month how many 
times did you have 
an alcoholic drink? 
Frequency Weighted 
percentage 
(%) 
 
Frequency Weighted 
percentage 
(%) 
 
Frequency Weighted 
percentage 
(%) 
 
Almost every day 80 3.30 54 4.04 26 2.01 
Several times per 
week 
364 15.64 269 19.38 95 9.14 
At least once a week 640 29.91 434 33.89 206 22.98 
At least once a 
month 
702 28.73 379 27.39 323 31.08 
Never 595 22.41 215 15.30 380 34.79 
 
 
Table 12 shows the how often sexually active males and females reported being drunk in the past 
month.  Some 44.05% of sexually active respondents who had ever drunk alcohol reported not 
having been drunk in the past month. Some 23.90% of respondents reported being drunk at least 
once a month. A further 18.70% said they were drunk at least once a week in the past month. 
Around 10% (10.84%) said that they were drunk several times per week and 2.51% reported being 
drunk almost every day in the month prior to the survey. 
Among males who had ever drunk, 33.85% said that they had not been drunk in the month prior to 
the survey. Some 26.87% said they were drunk at least once in the last month and 22.54% reported 
being drunk at least once a week. Over 10% (13.45%) said that they were drunk several times per 
week and 3.29% reported being drunk almost every day in the past month. 
Among females who had ever drunk, 61.53% said that they were not drunk in the previous month. 
About a fifth (18.83%) said they had been drunk at least once a month and 12.12% reported drinking 
at least once a week in the past month. Just over 6% said that were drunk several times per week 
and 1.17% reported being drunk almost every day in the month before the survey. 
Table 12: Prevalence of being drunk in the past month among sexually active adult males and 
females 
 All sexually active 
respondents n=2,370 
Males n=1,347 Females n=1,023 
During the past month 
how many times have 
you been drunk? 
Frequency Weighted 
percentage 
(%) 
Frequency Weighted 
percentage 
(%) 
Frequency Weighted 
percentage 
(%) 
Almost every day 58 2.51 42 3.29 16 1.17 
Several times per week 242 10.84 177 13.45 65 6.36 
At least once a week 483 18.70 337 22.54 146 12.12 
At least once a month 564 23.90 361 26.87 203 18.83 
Never 1,023 44.05 430 33.85 593 61.53 
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Respondents who had ever drunk alcohol were asked whether they had sex with someone after 
having too much to drink in the past month. About a quarter (25.96%) of sexually active drinkers 
indicated that in the past month they had sex after having too much to drink.  More males (30.03%) 
reported this than females (18.95%). 
Table 13: Prevalence of having sex with someone after having too much to drink in the past month 
among sexually active adult males and females 
All sexually active respondents 
n=2,328 
Males n=1,320 Females n=1,008 
Frequency Weighted 
percentage (%) 
Frequency Weighted 
percentage (%) 
Frequency Weighted 
percentage (%) 
577 25.96 394 30.03 183 18.95 
 
5.2.4 Drinking environment 
 
All sexually active respondents, regardless of whether they had ever had an alcoholic drink or not, 
were asked whether they had been to a shebeen, bar, tavern and/or nightclub where alcohol was 
served in the month preceding the survey. Table 14 shows that 19.52% of all sexually active 
respondents had visited a place where alcohol was served in the past month. Just under a third of 
males (31.15%) reported this while 8.38% of females said they had been to an alcohol-serving 
establishment. 
Table 14 also shows that nearly three-quarters (72.06%) of males reported binge drinking at their 
last visit to an alcohol-serving establishment. Two-thirds (66.46%) of females reported this. 
Table 14: Prevalence of visiting a drinking establishment and binge drinking at last visit among 
sexually active adult males and females  
Visited a place where alcohol was served in the past month n=2,813 
Total sample Weighted 
percentage (%) 
Frequency 
Males 
n=1,157 
Weighted 
percentage (%) 
Frequency 
Females 
n=1,656 
Weighted 
percentage (%) 
504 19.52 350 31.15 154 8.38 
Binge drinking at last visit to place where alcohol was served  
Total sample Weighted 
percentage (%) 
Frequency 
Males  
n=337 
Weighted 
percentage (%) 
Frequency 
Females 
 n=147 
Weighted 
percentage (%) 
- - 253 72.06 93 66.46 
 
Respondents who had been to an alcohol-serving establishment in the past month were asked:  “The 
last time you went to a shebeen, bar, tavern and/or nightclub did you end up having sex with 
someone that you met there for the first time?”.  Some 18.29% of sexually active respondents 
answered “yes” to this question. Some 19.17% of males reported having sex with someone they met 
for the first time the last time they went to an alcohol-serving establishment compared with 15.04% 
of females. 
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Table 15: Prevalence of having sex with someone met for the first time at last visit to place where 
alcohol was served among sexually active adult males and females 
All sexually active respondents 
n=483 
Males n=335 Females n=148 
Frequency Weighted 
percentage (%) 
Frequency Weighted 
percentage (%) 
Frequency Weighted 
percentage (%) 
90 18.29 65 19.17 25 15.04 
 
5.3 Characteristics of male and female drinkers aged 16-55 years in South Africa in 2012 
 
5.3.1 Alcohol use 
 
5.3.1.1 Factors associated with alcohol use among sexually active males 
 
This study examined the prevalence of life time drinking and current (past month) drinking among 
males by socio-demographic characteristics. These results are summarised in table 16 below.   
Marital status was significantly associated with lifetime drinking (p=0.03). Among males reporting 
ever drinking, more were likely to be single, divorced or widowed (37.20% vs 33.08%). Males who 
were in a steady relationship but not living with their partner were also more likely to report ever 
drinking (28.13% vs23.41%). While males who were married and living with their partner did report 
lifetime drinking (19.37%), a greater proportion did not (26.26%).  There was no significant 
association between marital status and current alcohol use among males (p=0.55). 
Employment status was not significantly associated with lifetime drinking (p=0.31) but it was 
significantly associated with current drinking (p<0.01). Males who were employed were significantly 
more likely to have drunk in the past month with 51.29% reporting this compared to 39.97% who did 
not. Those who were unemployed were less likely to have used alcohol in the past month (37.61% vs 
51.56%). 
Age, level of education, food security and settlement type were not significantly associated with 
lifetime drinking or current drinking males. 
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Table 16: Associations between socio-demographic characteristics and alcohol use among sexually active males n (%) 
 Lifetime drinking  n=2,418 Current drinking n=1,351 
Characteristics Yes        n (%) No      n (%) P value Yes       n (%) No      n (%) P value 
Age       
16-24 463 (28.55) 292 (23.56) 0.08 381 (28.87) 77 (27.88) 0.96 
25-34 502 (37.78) 399 (39.78)  420 (37.51) 74 (38.65)  
35-55 408 (33.67) 354 (36.67)  335 (33.62) 64 (33.47)  
       
Marital status       
Single/ Divorced/Widowed 557 (37.20) 369 (33.08) 0.03 459 (37.06) 87 (36.15) 0.55 
Not married or living together but in a steady relationship  386 (28.13) 259 (23.41)  320 (28.22) 61 (27.90)  
Not married, but living with sexual partner 165 (12.28) 121 (13.45)  142 (12.69) 21 (10.62)  
Married, living together 230 (19.37) 258 (26.26)  186 (19.39) 40 (19.92)  
Married not living together 35 (3.02) 38 (3.80)  29 (2.64) 6 (5.42)  
       
Education       
No/ primary school 107 (7.49) 88 (9.82) 0.29 87 (7.41) 19 (8.27) 0.40 
Up to grade 11 513 (35.93) 403 (37.39)  415 (35.22) 93 (41.26)  
Matric 521 (36.75) 392 (35.79)  443 (37.17) 69 (33.72)  
Tertiary 228 (19.84) 161 (17.00)  187 (20.20) 34 (16.76)  
       
Employment       
Unemployed 589 (40.01) 398 (35.91) 0.31 468 (37.61) 109 (51.56) <0.01 
Employed 636 (49.37) 507 (53.35)  549 (51.29) 79 (39.97)  
Student 131 (10.63) 118 (10.74)  106 (11.10)   23 (8.46)  
       
Food security       
Food insecure 215 (15.29) 145 (13.67) 0.47 175 (15.08) 37 (16.24) 0.70 
       
Settlement type       
Urban 984 (62.51) 710 (57.34) 0.13 812 (62.48) 156 (63.20) 0.87 
Rural 389 (37.49) 335 (42.66)  324 (37.52) 59 (36.80)  
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5.3.1.2 Factors associated with alcohol among sexually active females 
 
Table 17 shows the associations between ever using alcohol and using alcohol in the past month by 
socio-demographic characteristics among females.  
Age was significantly associated with ever drinking alcohol (p<0.01). Females aged 16-24 years were 
more likely to have ever drunk, with 32.20% reporting this compared to 26.00% who did not. 
Females over 35 years were less likely to have ever drunk alcohol (29.29% vs 37.78%).  There was no 
significant association between age and alcohol use in the past month among females (p=0.07).  
Marital status was significantly associated with ever drinking alcohol (p<0.01). Among females 
reporting ever drinking, more were likely to be single, divorced or widowed (32.73% vs 29.03%). 
Females who were in a steady relationship but not living with their partner were also more likely to 
report ever drinking (29.45% vs 21.03%). Females who were married and living with their partner 
were less likely to have ever drunk alcohol (21.28% vs 29.58%).  There was no significant association 
between marital status and alcohol use in the past month among females (p=0.42). 
Level of completed education was significantly associated with having ever drunk alcohol (p<0.001). 
Females with lower levels of education were less likely to have ever drunk alcohol. Those who had 
completed matric were slightly more likely to report lifetime drinking (36.60% vs 34.46%). More 
females who had a tertiary level education reported ever drinking (19.78% vs 12.75%). There was no 
significant association between education and drinking in the past month among females (p=0.06).  
Employment status was significantly associated with ever drinking alcohol (p=0.04). Unemployed 
females were less likely to report ever using alcohol (53.95% vs 62.43%) while those who were 
employed were more likely to do so (36.20% vs 29.88%). Students were also more likely to have ever 
drunk alcohol. Employment status was significantly associated with alcohol use in the past month 
(p<0.01). A similar pattern was present with unemployed females being less likely to have drunk 
alcohol in the past month and employed females being more likely to have done so. 
Food security was not associated with ever drinking alcohol (p=0.22). Females who were food 
insecure were significantly less likely to have had a drink in the past month, with 12.28% reporting 
this compared to 20.65% who did not (p<0.01). 
Settlement type was significantly associated with ever drinking alcohol among females (p<0.001). 
Females from urban areas were more likely to report ever drinking alcohol while those from rural 
areas were significantly less likely to have done so. There was no significant association between 
settlement type and alcohol use in the past month among females (p=0.40). 
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Table 17: Associations between socio-demographic characteristics and alcohol use among sexually active females n (%) 
 Lifetime drinking  n=3,554 Current drinking n=1,030 
Characteristics Yes        n (%) No      n (%) P value Yes     n (%) No      n (%) P value 
Age       
16-24 351  (32.20) 669 (26.00) <0.01 220 (33.64) 125 (30.50) 0.07 
25-34 418 (38.51) 938 (36.22)  266 (35.77) 149 (45.33)  
35-55 279 (29.29) 899 (37.78)  164 (30.59) 106 (24.17)  
       
Marital status       
Single/ Divorced/Widowed 357 (32.73) 732 (29.03) <0.01 232 (33.56) 116 (29.14) 0.42 
Not married or living together but in a steady relationship  336 (29.45) 574 (21.03)  205 (28.08) 129 (33.68)  
Not married, but living with sexual partner 137 (13.07) 369 (15.46)  92 (14.04) 42 (11.29)  
Married, living together 182 (21.28) 735 (29.58)  102 (21.46) 76 (21.05)  
Married not living together 36 (3.47) 96 (4.90)  19 (2.87) 17 (4.85)  
       
Education       
No/ primary school 84 (7.24) 271 (11.51) <0.001 47 (6.18) 36 (9.56) 0.06 
Up to grade 11 459 (36.37) 1,076 (41.29)  277 (32.74) 170 (42.09)  
Matric 376 (36.60) 875 (34.46)  241 (38.91) 132 (34.19)  
Tertiary 128 (19.78) 279 (12.75)  84  (22.16) 42 (14.16)  
       
Employment       
Unemployed 620 (53.95) 1,554 (62.43) 0.04 368 (48.11) 240 (63.08) <0.01 
Employed 315 (36.20) 727 (29.88)  216 (41.03) 96 (28.66)  
Student 96 (9.85) 192 (7.70)  55 (10.86) 39 (8.26)  
       
Food security       
Food insecure 180 (15.45) 421 (18.03) 0.22 104 (12.28) 70 (20.65) <0.01 
       
Settlement type       
Urban 801 (74.30) 1,641 (59.37) <0.001 496 (76.33) 291 (71.56) 0.40 
Rural 247 (25.70) 865 (40.63)  154 (23.67) 89 (28.44)  
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5.3.2 Binge drinking  
 
5.3.2.1 Factors associated with binge drinking among sexually active males 
 
This study found that age was significantly associated with binge drinking among males (p<0.01).  
Table 18 shows that males aged 16-24 years and those aged 25-34 years were significantly more 
likely to be binge drinkers. In contrast, males aged 35-55 were significantly less likely to be binge 
drinkers, with only 30.89% having done so compared to 41.79% who did not.  
There was a significant relationship between education status and binge drinking among males 
(p=0.05). Males who had a matric were significantly more likely to report binge drinking (38.70% vs 
30.83%). Males who had a Grade 11 education were significantly less likely to be binge drinkers.  
Settlement type was associated with binge drinking. Males from urban areas were less likely to be 
binge drinkers (60.81% vs 68.03%), while those from rural areas were more likely to be binge 
drinkers (39.19% vs 31.97%).  
Marital status, employment status and food security were not significantly associated with binge 
drinking among males. 
Table 18: Associations between socio-demographic characteristics and binge drinking among 
sexually active males n (%) 
Characteristics Binge drinking n=1,347 
Yes                n (%) No                 n (%) P value 
Age    
16-24 319 (29.55) 135 (25.82) <0.01 
25-34 376 (39.56) 117 (32.39)  
35-55 259 (30.89) 141 (41.79)  
    
Marital status    
Single/ Divorced/Widowed 374 (36.52) 167 (36.76) 0.11 
Not married or living together but in a 
steady relationship  
289 (30.06) 91 (23.60)  
Not married, but living with sexual 
partner 
125 (12.91) 40 (11.51)  
Married, living together 141 (17.52) 85 (24.84)  
Married not living together 25 (2.99 ) 10 (3.29)  
    
Education    
No/ primary school 75 (7.88) 30  (6.40) 0.05 
Up to grade 11 332 (33.47) 174 (43.14)  
Matric 379 (38.70) 131 (30.83)  
Tertiary 165 (19.94) 57 (19.63)  
    
Employment    
Unemployed 407 (39.35) 166 (39.98) 0.67 
Employed 450 (49.23) 177 (50.86)  
Student 88 (11.43) 42 (9.16)  
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Characteristics Binge drinking n=1,347 
Yes                n (%) No                 n (%) P value 
Food security    
Food insecure 143 (14.72) 69 (16.89) 0.42 
    
Settlement type    
Urban 664 (60.81) 303 (68.03) <0.01 
Rural 290 (39.19) 90 (31.97)  
 
5.3.2.2 Factors associated with binge drinking among sexually active females 
 
This study found that age was significantly associated with binge drinking among females (p=0.01).  
Table 19 shows that females aged 16-24 years were significantly more likely to be binge drinkers 
(38.34% vs 24.96%). In contrast, females aged 25-34 and those aged 35-55 years were significantly 
less likely to be binge drinkers.  
There was a significant relationship between education status and binge drinking among females 
(p<0.001). Females who had a matric were significantly more likely to report binge drinking (42.09% 
vs 30.17%). Females with a tertiary level education were also more likely to be classified as binge 
drinkers with 24.08% reporting this compared to 14.60% who did not. Females who had a Grade 11 
education and those with no/low levels of schooling were significantly less likely to be binge 
drinkers.  
Employment status was significantly associated with binge drinking among females (p<0.05). 
Unemployed females were less likely to be binge drinkers, with 49.67% reporting this compared to 
59.03% who did not. Students were more likely to report binge drinking (13.03% vs 5.67%). Females 
who were food insecure were less likely to report binge drinking, with 11.78% reporting this 
compared to 19.89% who did not (p<0.01). 
Marital status and settlement type were not significantly associated with binge drinking among 
females. 
Table 19: Associations between socio-demographic characteristics and binge drinking among 
sexually active females n (%) 
Characteristics Binge drinking n=1,021 
Yes                
n (%) 
No                   
n (%) 
P value 
Age    
16-24 207 (38.48) 137 (24.96) 0.01 
25-34 216 (35.35) 192 (42.51)  
35-55 112 (26.17) 157 (32.53)  
    
    
    
    
    
    
46 
 
Characteristics Binge drinking n=1,021 
Yes                
n (%) 
No                   
n (%) 
P value 
Marital status    
Single/ Divorced/Widowed 184 (32.76) 158 (31.93) 0.60 
Not married or living together but in a steady relationship  187 (31.27) 148 (28.74)  
Not married, but living with sexual partner 78 (14.37) 56 (11.12)  
Married, living together 71 (18.59) 104 (24.10)  
Married not living together 15 (3.00) 20 (4.11)  
    
Education    
No/ primary school 37 (5.79) 46 (9.45) <0.001 
Up to grade 11 204 (28.04) 239 (45.78)  
Matric 219 (42.09)   149 (30.17)  
Tertiary 75 (24.08) 51 (14.60)  
    
Employment    
Unemployed 310 (49.67) 294 (59.03) <0.05 
Employed 162 (37.31) 147 (35.30)  
Student 57 (13.03) 35 (5.67)  
    
Food security    
Food insecure 80 (11.78) 95  (19.89) <0.01 
    
Settlement type    
Urban 390 (73.97) 389 (73.82) 0.98 
Rural 145 (26.03) 97 (26.18)  
 
5.4 Prevalence and patterns of risky sexual behaviours among males and females in South Africa 
in 2012 
 
5.4.1 Multiple sexual partners 
 
 
5.4.1.1 Prevalence of multiple sexual partners 
 
Some 12.55% of sexually active respondents reported having more than one sexual partner in the 12 
months preceding the survey (table 20). Fewer than 10% (8.96%) of sexually active respondents had 
more than one sexual partner in the month preceding the survey. Just less than a fifth (18.79%) of 
sexually active males reported having more than one sexual partner in the 12 months preceding the 
survey.  Less than 10% (6.72%) of sexually active females reported having more than one sexual 
partner in the 12 months preceding the survey. 
Less than 15% (13.57%) of sexually active males had more than one sexual partner in the month 
preceding the survey. Around five percent of sexually active females had more than one sexual 
partner in the month preceding the survey.  
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Table 20: Prevalence of MSP in the past year and past month among sexually active adult males 
and females 
MSP in the past 12 months n=6,061 
Total 
sample 
Weighted 
percentage (%) 
Frequency 
Males 
n=2,467 
Weighted 
percentage (%) 
Frequency 
Females 
n=3,594 
Weighted 
percentage (%) 
744 12.55 481 18.79 263 6.72   
MSP in the past month n=4,818 
Total 
sample 
Weighted 
percentage (%) 
Frequency 
Males 
n=1,859 
Weighted 
percentage (%) 
Frequency 
Females 
n=2,959 
Weighted 
percentage (%) 
442 8.96 276 13.57 166 5.01 
 
5.4.1.2 Factors associated with MSP in the past year and the past month among males 
 
This study examined the prevalence of MSP among males by socio-demographic characteristics. 
These results are summarised in table 21 below.   
Age was significantly associated with MSP in the past 12 months (p<0.01) but was not significantly 
associated with MSP in the past month. Males aged 16-24 years were significantly more likely to 
report MSP in the past 12 months (34.40% vs 24.41%). Similarly, males aged 25-34 years were 
significantly more likely to have had MSP in the past 12 months (42.56 vs 37.55%). In contrast, males 
aged 35-55 were significantly less likely to have MSP in the past 12 months, with only 23.04% having 
MSP compared to 38.04% who did not.  
Marital status was significantly associated with having MSP in the past year (p<0.01). Among males 
reporting MSP in the past 12 months more were single/divorced or widowed (45.38% vs 32.74%). 
Males who were in a steady relationship but not living with their partner were also more likely to 
report MSP in the past year (33.13% vs24.40%). While males in cohabiting relationships reported 
MSP, a greater proportion did not report MSP.  A similar association between marital status and 
MSP in the past month was present (P<0.01). Single/divorced/widowed males were significantly 
more likely to report having MSP in the past month, with 41.64% having MSP in the month 
preceding the survey compared to 28.23% who did not. 
Food security was significantly associated with having MSP in the past 12 months. Males who were 
food insecure were significantly more likely to report MSP (p<0.01), with 22.12% having MSP in the 
past year compared to 12.78% who did not. There was no significant association between food 
security and MSP in the past month among males (p=0.52).  
Attitudes towards MSP were significantly associated with MSP in the past 12 months (p<0.001) as 
well as in the past month (p<0.001). Males who held attitudes discouraging MSP were less likely to 
report MSP. Similarly, self-efficacy was significantly associated with MSP in the past 12 months 
(p<0.001) and MSP in the past month (p<0.001). Those who had high self-efficacy for resisting MSP 
were less likely to have had multiple sexual partners. 
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Males who knew their HIV status were significantly less likely to report MSP in the past year (p=0.05) 
and in the past month (p<0.01). Being HIV positive was not significantly associated with MSP in the 
past 12 months (p=0.12) but was associated with MSP in the past month (p=0.05). Among males 
reporting being HIV positive, 13.98% reported MSP in the past month as compared to 7.42% who did 
not. 
Having been in a physical fight was significantly associated with having more than one sexual partner 
in the previous 12 months (p <0.001). Males who had been in a physical fight were significantly more 
likely to report MSP, with 21.30% having MSP in the past year compared 12.43% who did not. There 
was a borderline significant association between physical violence and MSP in the past month 
among males (p=0.06). 
Level of education, employment status, settlement type, knowledge of HIV prevention methods and 
being exposed to at least one HCP were not significantly associated with MSP in the past year or 
MSP in the past month among males. 
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Table 21: Associations between socio-demographic characteristics, ideational factors, behaviour and multiple sexual partners among sexually active 
adult males n (%) 
 MSP in the past 12 months n=2,467 MSP in the past month n=1,859 
Yes      n (%) No         n (%) P value Yes      n (%) No         n (%) P value 
Socio-demographic characteristics       
Age       
16-24 188 (34.40) 580 (24.41) <0.001 102 (29.96) 472 (25.42) 0.23 
25-34 191 (42.56) 727 (37.55)  104 (39.12) 581 (37.88)  
35-55 102 (23.04) 679 (38.04)  70 (30.92)  530 (36.69)  
       
Marital status       
Single/ Divorced/Widowed 218 (45.38) 723 (32.74) <0.001 128 (41.64) 494 (28.23) <0.001 
Not married or living together but in a steady 
relationship  
171 (33.13) 489 (24.40)  84 (30.23) 469 (29.13)  
Not married, but living with sexual partner 44 (9.42) 247 (13.54)  28 (11.15) 205 (13.69)  
Married, living together 36 (9.45) 466 (25.87)  32 (14.81) 360 (25.11)  
Married not living together 12 (2.63) 61 (3.44)  4 (2.17) 55 (3.84)  
       
Education       
No/ primary school 34 (7.61) 168 (8.80)  0.75 19(7.53) 131 (8.32) 0.68 
Up to grade 11 185 (37.15) 747 (36.04)   91(33.07) 611 (37.17)  
Matric 180 (38.18) 751(36.16)   120(40.17) 585 (35.98)  
Tertiary 78 (17.05) 319 (19.00)   45(19.23) 253 (18.54)  
       
Employment       
Unemployed 205 (39.60) 795 (37.47) 0.17 116 (40.30) 616 (36.01) 0.49 
Employed 214 (46.85) 960 (52.66)  132 (51.00) 783 (53.67)  
Student 59 (13.55) 194 (9.86)  25 (8.70) 158 (10.32)  
       
Food security       
Food insecure 108 (22.12) 260 (12.78) <0.001 45 (15.91) 230 (14.20) 0.52 
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 MSP in the past 12 months n=2,467 MSP in the past month n=1,859 
Yes      n (%) No         n (%) P value Yes      n (%) No         n (%) P value 
Settlement type       
Urban 345 (62.74) 1,380 (59.37) 0.33 195 (63.19) 1,112 (62.19) 0.80 
Rural 136 (37.26) 606 (40.63)  81 (36.81) 471 (37.81)  
       
Ideational factors       
Knowledge of HIV prevention methods       
No/low knowledge 96 (22.67) 425 (22.78) 0.31 47 (18.88) 311 (20.29) 0.32 
Medium knowledge 198 (39.21) 867 (43.95)  117 (39.58) 696 (44.31)  
High knowledge 187 (38.11) 694 (33.27)  112 (41.53) 576 (35.40)  
       
Attitudes towards MSP       
Attitudes discouraging MSP 109 (21.52) 1,022 (52.57) <0.001 61 (22.61) 818 (52.46) <0.001 
       
Self-efficacy for MSP       
High self-efficacy for resisting MSP 183 (40.84) 1,432 (76.13) <0.001 112 (42.86) 1,130 (75.09) <0.001 
       
HIV status & exposure to HIV communication       
Knows HIV status       
Yes 250 (91.70) 1,141 (95.55) 0.05 133 (90.07) 947 (95.41) <0.01 
       
Self-reported HIV status       
HIV positive 22 (12.26) 83 (7.72) 0.12 14 (13.98) 62 (7.42) 0.05 
       
HIV communication programmes       
Exposed to at least one HCP 427 (87.09) 1,622 (83.31) 0.23 230 (86.41) 1,307 (83.95) 0.41 
       
Behaviour       
Violence       
Been in a physical fight in the past year 106 (21.30) 252 (12.43) <0.001 57 (18.65) 209 (13.76) 0.06 
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5.4.1.3 Factors associated with MSP in the past year and the past month among females 
 
Table 22 below shows the association between MSP and socio-demographic characteristics among 
females. Age was significantly associated with MSP in the past 12 months (p<0.001). Females aged 
16-24 years were significantly more likely to report MSP in the past 12 months (32.58% vs 27.57%). 
Similarly, females aged 25-34 years were significantly more likely to have had MSP in the past 12 
months (49.16 vs 35.76%).  Females aged 35-55 were significantly less likely to have MSP in the past 
12 months, with only 18.26% having MSP compared to 36.68% who did not. Age was not 
significantly associated with MSP in the past month (p=0.13). 
Marital status was significantly associated with having MSP in the past year (p<0.001). Females who 
were single/divorced/widowed were significantly more likely to report having MSP in the past 12 
months (44.94% vs 26.39%). Females who were in a steady relationship but not living with their 
partner were also more likely to report MSP in the past year. In contrast, females who were married 
and living with their spouse were significantly less likely to report MSP in the past year, with only 
11.41% reporting MSP as compared to 28.13% who did not. A similar association between marital 
status and MSP in the past month was present. Single/divorced/widowed females were significantly 
more likely to report having MSP in the past month, with 44.94% having MSP in the month 
preceding the survey compared to 26.39% who did not. 
Attitudes towards MSP were significantly associated with MSP in the past 12 months (p<0.001) as 
well as in the past month (p<0.001). Females who held attitudes discouraging MSP were less likely to 
report MSP. Self-efficacy was significantly associated with MSP in the past 12 months (p<0.001). 
Those who had high self-efficacy for resisting MSP were less likely to have had MSP in the previous 
year. There was no significant relationship between self-efficacy for MSP and having had MSP in the 
past month (p=0.07). 
Being HIV positive was significantly associated with MSP in the past 12 months (p<0.01) but was not 
associated with MSP in the past month (p=0.42). Among females reporting being HIV positive, 
25.20% reported MSP in the past year as compared to 12.61% who did not. 
Females who were exposed to at least one HCP were significantly more likely to report MSP in the 
previous 12 months (p<0.01), with 93.42% reporting MSP in the past 12 months compared to  
84.10% who did not. There was no significant relationship between exposure to HCPs and MSP in the 
past month (p=0.17). 
Having been in a physical fight was significantly associated with having more than one sexual partner 
in the previous 12 months (p<0.001). Females who had been in a physical fight were significantly 
more likely to report MSP, with 17.10% having MSP in the past year compared 6.67% who did not. 
There was no significant association between physical violence and MSP in the past month among 
females (p=0.12). 
Level of education, employment status, food security, settlement type, knowledge of HIV prevention 
methods and knowing one’s HIV status were not significantly associated with MSP in the past year or 
MSP in the past month among females. 
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Table 22: Associations between socio-demographic characteristics, ideational factors, behaviour and multiple sexual partners among sexually active 
adult females n (%) 
 MSP in the past 12 months n=3,594 MSP in the past month n=2,959 
Yes        n (%) No         n (%) P value Yes        n (%) No         n (%) P value 
Socio-demographic characteristics       
Age       
16-24 94 (32.58) 937 (27.57) <0.001 65 (35.03) 789 (27.45) 0.13 
25-34 130 (49.16) 1,241 (35.76)  68 (38.84) 1,050 (36.62)  
35-55 39 (18.26) 1,153 (36.68)  33 (26.13) 954 (35.93)  
       
Marital status       
Single/ Divorced/Widowed 109 (38.53) 994 (29.72) <0.001 77 (44.94) 746 (26.39) <0.001 
Not married or living together but in a steady 
relationship  
88 (33.59) 835 (22.77)  44 (26.20) 738 (24.57)  
Not married, but living with sexual partner 32 (13.71) 479 (14.87)  22 (15.63) 432 (15.70)  
Married, living together 28 (11.41) 897 (28.13)  18 (9.38) 772 (28.52)  
Married not living together 6 (2.76) 126 (4.51)  5 (3.86) 105 (4.81)  
       
Education       
No/ primary school 18 (7.92) 343 (10.45) 0.33 17 (11.57 ) 289 (10.62) 0.94 
Up to grade 11 127 (46.31) 1,418 (39.29)  71 (38.79) 1,202 (39.80)  
Matric 87 (32.18) 1,183 (35.07)  53 (33.50) 986 (35.03)  
Tertiary 29 (13.58) 383 (15.18)  24 (16.14) 311 (14.54)  
       
Employment       
Unemployed 150 (57.07) 2,048 (59.65) 0.78 99 (61.73) 1,732 (60.23) 0.82 
Employed 81 (33.59) 974 (31.97)  47 (28.69) 806 (31.36)  
Student 25 (9.34) 265 (8.39)  16 (9.58) 218 (8.41)  
       
Food security       
Food insecure 56 (21.49) 553 (16.91) 0.17 28 (16.12) 473 (17.13) 0.80 
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 MSP in the past 12 months n=3,594 MSP in the past month n=2,959 
Yes        n (%) No         n (%) P value Yes        n (%) No         n (%) P value 
Settlement type       
Urban 189 (70.75) 2,279 (63.63) 0.16 112 (63.03) 1,896 (63.77) 0.89 
Rural 74 (29.25) 1,052 (36.37)  54 (36.97) 897 (36.23)  
       
Ideational factors       
Knowledge of HIV prevention methods       
No/low knowledge 48 (19.41) 749 (22.38) 0.61 27 (13.84) 629 (22.32) 0.14 
Medium knowledge 106 (39.78) 1,389 (40.08)  64 (41.12) 1,141 (38.95)  
High knowledge 109 (40.80) 1,193 (37.54)  75 (45.05) 1,023 (38.73)  
       
Attitudes towards MSP       
Attitudes discouraging MSP 83 (33.96) 2,032 (61.75) <0.001 49 (29.20) 1,699 (61.11) <0.001 
       
Self-efficacy for MSP       
High self-efficacy for resisting MSP 160 (62.17) 2,668 (82.10) <0.001 123 (74.54) 2,242 (81.73) 0.07 
       
HIV status & exposure to HIV communication       
Knows HIV status       
Yes 207 (91.59) 2,606 (93.46) 0.37 132 (91.76) 2,224 (93.04) 0.69 
       
Self-reported HIV status       
HIV positive 41 (25.20) 275 (12.61) <0.01 18 (16.32) 233 (13.08) 0.42 
       
HIV communication programmes       
Exposed to at least one HCP 245 (93.42) 2,901 (84.10) <0.01 154 (90.96) 2,441 (85.24) 0.17 
       
Behaviour       
Violence       
Been in a physical fight in the past year 49 (17.10) 227 (6.67) <0.001 20 (10.69) 203 (7.14) 0.12 
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5.4.2 Transactional sex 
 
5.4.2.1 Prevalence of transactional sex 
 
Table 23 below shows that fewer than 10% of sexually active respondents reported engaging in 
transactional sex in the past year, ie. both trading money/gifts in exchange for sex and vice versa. 
Some 6.45% of sexually active respondents reported giving money/gifts in exchange for sex with any 
of their sex partners in the year preceding the survey. Just under 10% (9.39%) of sexually active 
males reported providing money or gifts in exchange for sex with any sex partner in the year 
preceding the survey. Less than five percent (3.70%) of females reported providing money/gifts in 
exchange for sex.  
About five percent of sexually active respondents reported receiving money/gifts in exchange for sex 
with any of their sex partners in the past year. Less than 5% (4.65%) of sexually active males 
reported receiving money or gifts in exchange for sex with any sex partner in the past 12 months. 
This study found that 6.27% of sexually active females received money/gifts in exchange for sex with 
any of their sex partners in the past 12 months. 
Table 23: Prevalence of transactional sex with any sex partner in the past year among sexually 
active adult males and females 
Giving money/gifts in exchange for sex with any sex partner in the past year n=5,996 
Total 
sample 
Weighted 
percentage (%) 
Frequency 
Males 
n=2,449 
Weighted 
percentage (%) 
Frequency 
Females 
n=3,547 
Weighted 
percentage (%) 
370 6.45 236 9.39 134 3.70 
Receiving money/gifts in exchange for sex with any sex partner in the past year n=6,021 
Total 
sample 
Weighted 
percentage (%) 
Frequency 
Males 
n=2,447 
Weighted 
percentage (%) 
Frequency 
Females 
n=3,574 
Weighted 
percentage (%) 
353 5.49 128 4.65 225 6.27 
 
5.4.2.2 Factors associated with transactional sex with any sex partner in the past year among 
males 
 
This study found that age was significantly associated with providing money or gifts in exchange for 
sex among males (p=0.02).  Table 24 shows that males aged 25-34 years and those aged 35-55 years 
were significantly more likely to provided money/gifts in exchange for sex. In contrast, males aged 
16-24 were significantly less likely to have exchanged money/gifts for sex, with only 17.86% having 
done so compared to 27.28% who did not.  
There was a significant relationship between employment status and provision of money/gifts in 
exchange for sex among males (p<0.01). Employed males were significantly more likely to report 
having exchanged money/gifts for sex (63.36% vs 50.19%). Males who were unemployed or students 
were significantly less likely to have done so.  
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Knowledge of HIV prevention methods was significantly associated with transactional sex among 
males (p=0.01). Males with high HIV prevention knowledge were significantly more likely to have 
provided money/gifts in exchange for sex (46.20% vs 33.04%). Those with low knowledge of HIV 
prevention options were significantly less likely to have done so. 
Having been in a physical fight was significantly associated with transactional sex (p <0.001). Males 
who had been in a physical fight were significantly more likely to report engaging in transactional 
sex, with 23.29% providing money/gifts in exchange for sex as compared with 13.15% who did not.  
Marital status, level of education, food security and settlement type, knowing one’s HIV status, 
being HIV positive and being exposed to at least one HCP were not significantly associated with 
giving money/gifts in exchange for sex among males. 
Table 24: Associations between socio-demographic characteristics, ideational factors, behaviour, 
and transactional sex among sexually active adult males n (%) 
 Gave money/gifts in exchange for sex with any sex partner in the 
last 12 months n=2,449 
Yes                     n (%) No                      n (%) P value 
Socio-demographic characteristics    
Age    
16-24 53 (17.86) 711 (27.28) 0.02 
25-34 101 (42.96) 811 (38.14)  
35-55 82 (39.19) 691 (34.58)  
    
Marital status    
Single/ Divorced/Widowed 99 (38.98) 836 (34.84) 0.56 
Not married or living together but in a 
steady relationship  
64 (27.76) 593 (26.00)  
Not married, but living with sexual partner 29 (11.95) 258 (12.75)  
Married, living together 37 (17.56) 460 (23.14)  
Married not living together 7 (3.75) 66 (3.27)  
    
Education    
No/ primary school 13 (4.57) 186  (8.91) 0.09 
Up to grade 11 86 (35.04) 836 (36.39)  
Matric 86 (35.45) 843 (36.87)  
Tertiary 50 (24.93) 344 (17.83)  
    
Employment    
Unemployed 88 (32.31) 904 (38.50) <0.01 
Employed 134 (63.36) 1,031 (50.19)  
Student 12 (4.33) 241 (11.31)  
    
Food security    
Food insecure 55 (20.75) 310 (13.93) 0.14 
    
    
Settlement type    
Urban 153 (60.87) 1,560 (59.89) 0.88 
Rural 83 (39.13) 653 (40.11)  
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 Gave money/gifts in exchange for sex with any sex partner in the 
last 12 months n=2,449 
Yes                     n (%) No                      n (%) P value 
    
Ideational factors    
Knowledge of HIV prevention methods    
No/low knowledge 40 (16.27) 477 (23.49) 0.01 
Medium knowledge 88 (37.52) 969 (43.47)  
High knowledge 108 (46.20) 767 (33.04)  
    
HIV status & exposure to HIV 
communication 
   
Knows HIV status    
Yes 112 (93.54) 1,267 (94.96) 0.49 
    
Self-reported HIV status    
HIV positive 9 (8.42) 95 (8.51) 0.98 
HIV communication programmes    
Exposed to at least one HCP 205 (88.29) 1,832 (83.87) 0.15 
    
Behaviour    
Violence    
Been in a physical fight in the past year 54 (23.29) 301 (13.15) <0.001 
 
 
5.4.2.3 Factors associated with transactional sex with any sex partner in the past year among 
females 
 
This study found that knowing one’s HIV status was significantly associated with receiving 
money/gifts in exchange for sex among females. Table 25 shows that females who knew their HIV 
status were significantly less likely (p=0.02) to report receiving money/gifts in exchange for sex 
(86.02% vs 93.80%). There was a borderline significant relationship between being HIV positive and 
engaging in transactional sex (p=0.06). 
Females who were in a physical fight in the past 12 months were significantly more likely (p<0.001) 
to have engaged in transactional sex in exchange for money/gifts than those who did not (14.59% vs 
6.91%). 
Age, marital status, level of education, employment status, food security, settlement type, 
knowledge of HIV prevention methods and being exposed to HCPs were not significantly associated 
with receiving money/gifts in exchange for sex among females. 
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Table 25: Associations between socio-demographic characteristics, ideational factors, behaviour, 
and transactional sex among sexually active adult females n (%) 
 Received money/gifts in exchange for sex with any sex partner in 
the last 12 months n=3,574 
Yes                     n (%) No                      n (%) P value 
Socio-demographic characteristics    
Age    
16-24 77 (29.69) 949 (27.86) 0.09 
25-34 97 (43.94) 1,263 (36.08)  
35-55 51 (26.37) 1,137 (36.06)  
    
Marital status    
Single/ Divorced/Widowed 102 (41.17) 995 (29.61) 0.14 
Not married or living together but in a 
steady relationship  
44 (19.39) 874 (23.79)  
Not married, but living with sexual partner 31 (15.70) 478 (14.78)  
Married, living together 43 (21.68) 876 (27.29)  
Married not living together 5 (2.05) 126 (4.53)  
    
Education    
No/ primary school 18 (7.00) 342 (10.54) 0.47 
Up to grade 11 98 (37.58) 1,438 (39.84)  
Matric 83 (38.14) 1,178 (34.65)  
Tertiary 25 (17.28) 386 (14.98)  
    
Employment    
Unemployed 145 (61.52) 2,042 (59.33) 0.67 
Employed 59 (31.61) 988 (32.07)  
Student 17 (6.86) 273 (8.60)  
    
Food security    
Food insecure 60 (22.47) 547 (16.90) 0.14 
    
Settlement type    
Urban 117 (60.41) 2,338 (64.38) 0.54 
Rural 108 (39.59) 1,011 (35.62)  
    
Ideational factors    
Knowledge of HIV prevention methods    
No/low knowledge 42 (19.02) 750 (22.31) 0.10 
Medium knowledge 73 (32.15) 1,414 (40.63)  
High knowledge 110 (48.83) 1,185 (37.06)  
    
HIV status & exposure to HIV 
communication 
   
Knows HIV status    
Yes 156 (86.02) 2,641 (93.80) 0.02 
    
Self-reported HIV status    
HIV positive 27 (19.05) 289 (13.17) 0.06 
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 Received money/gifts in exchange for sex with any sex partner in 
the last 12 months n=3,574 
Yes                     n (%) No                      n (%) P value 
    
HIV communication programmes    
Exposed to at least one HCP 202 (89.45) 2,927 (84.41) 0.12 
    
Behaviour    
Violence    
Been in a physical fight in the past year 36 (14.59) 239 (6.91) <0.001 
 
5.4.3 Age-disparate sex 
 
5.4.3.1 Prevalence of age-disparate sex 
 
Table 26 shows that more than a third (38.41%) of sexually active males had a sexual partner 5 or 
more years younger than themselves in the 12 months preceding the survey. Some 2.22% of sexually 
active females had a sexual partner five or more years younger than themselves in the 12 months 
preceding the survey. 
Less than 3% (2.83%) of males had a sexual partner 5 or more years older than themselves. Forty 
one percent of females had a sexual partner 5 or more years older than themselves. 
Table 26: Prevalence of age-disparate sex with any sex partner in the past year among sexually 
active adult males and females 
Any sex partner 5 or more years younger than respondent in the past 12 months 
Frequency  
Males n=2,465 
Weighted percentage 
(%) 
Frequency  
Females n=3,594 
Weighted percentage 
(%) 
916 38.41 102 2.22 
Any sex partner 5 or more years older than respondent in the past 12 months 
Frequency 
Males n=2,465 
Weighted percentage 
(%) 
Frequency  
Females n=3,594 
Weighted percentage 
(%) 
74 2.83 1,474 40.55 
 
 
5.4.3.2 Factors associated with age-disparate sex with any sex partner in the past year among 
males 
 
Table 27 shows that respondents’ age was significantly associated with having a sex partner 5 or 
more years younger than themselves (p<0.001). Males aged 16-24 years were significantly less likely 
to report a younger sex partner in the past 12 months. In contrast, males aged 25-34 and 35-55 were 
significantly more likely to have had a younger sex partner.  
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Marital status was significantly associated with having a younger sex partner (p<0.01). Males who 
were not married but living with their sex partner were more likely to have a younger sex partner, 
with 15.96% having a younger partner compared to 10.80%. Those who described themselves as 
unmarried but in a steady relationship were less likely to have a younger sex partner.  
Educational attainment was associated with having a younger sex partner (p<0.001). Males with no 
or low levels of schooling were more likely to have a sex partner five or more years younger than 
themselves while those who had completed matric were significantly less likely to.   
Males who were employed were significantly more likely to have a younger sex partner, with 57.56% 
reporting this compared to 47.90% who did not (p<0.001). Male students were less likely to have 
younger sex partners (3.10% vs 15.26%).  
Knowledge of HIV prevention methods was significantly associated with age-disparate sex among 
males (p=0.05). Males with high knowledge levels were significantly more likely to have a younger 
sex partner (37.99% vs 31.83%).  
Being HIV positive was significantly associated with age-disparate sex (p<0.01). Among males 
reporting being HIV positive, 11.89% reported having a younger sex partner, compared with 6.45% 
who did not. 
Food security, settlement type, violence, knowing one’s HIV status and exposure to HCPs were not 
significantly associated with males having a sex partner five or more years younger than themselves. 
Table 27: Associations between socio-demographic characteristics, ideational factors, behaviour 
and age-disparate sex among sexually active adult males n (%) 
 Any sex partner in the past 12 months 5 or more years 
younger than respondent  n=2,465           
Yes               n (%) No                n (%) P value 
Socio-demographics    
Age    
16-24 76 (6.43) 692 (38.73) <0.001 
25-34 390 (42.81) 527 (35.72)  
35-55 450 (50.76) 330 (25.55)  
    
Marital status    
Single/ Divorced/Widowed 330 (35.25) 610 (35.06) <0.01 
Not married or living together but in a steady 
relationship  
209 (22.40) 450 (28.21)  
Not married, but living with sexual partner 133 (15.96) 158 (10.80)  
Married, living together 204 (21.73) 298 (23.49)  
Married not living together 40 (4.66) 33 (2.44)  
    
Education    
No/ primary school 106 (12.61) 96 (6.07) <0.001 
Up to grade 11 347 (37.60) 585 (35.48)  
Matric 301 (31.43) 628 (39.60)  
Tertiary 161 (18.36) 236 (18.85)  
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 Any sex partner in the past 12 months 5 or more years 
younger than respondent  n=2,465           
Yes               n (%) No                n (%) P value 
Employment    
Unemployed 359 (39.34) 639 (36.84) <0.001 
Employed 516 (57.56) 658 (47.90) 
Student 27 (3.10) 226 (15.26) 
    
Food security    
Food insecure 141 (15.22) 227 (14.14) 0.52 
    
Settlement type    
Urban 651 (60.65) 1,073 (59.68) 0.81 
Rural 265 (39.35) 476 (40.32)  
    
Ideational factors    
Knowledge of HIV prevention methods    
No/low knowledge 204 (22.16) 317 (23.18) 0.05 
Medium knowledge 360 (39.86) 704 (44.99) 
High knowledge 352 (37.99) 528 (31.83) 
    
HIV status & exposure to HIV communication    
Knows HIV status    
Yes 515 (94.08) 875 (95.38) 0.31 
    
Self-reported HIV status    
HIV positive 52 (11.89) 53 (6.45) <0.01 
    
HIV communication programmes    
Exposed to at least one HCP 768 (85.15) 1,280 (83.34) 0.40 
    
Behaviour    
Violence    
Been in a physical fight in the past year 134 (13.75) 224 (14.34) 0.74 
 
 
5.4.3.3 Factors associated with age-disparate sex with any sex partner in the past year among 
females 
 
Table 28 shows the associations between various socio-demographic characteristics and age-
disparate sex among females.  
Education was significantly associated with having a sex partner five or more years older (p<0.01).  
Females with lower levels of education were more likely to have an older sex partner than those 
with matric or tertiary qualifications.  
Employment status was associated with having an older sex partner (p<0.001). Females who were 
unemployed were more likely to have an older sex partner (63.68% vs 56.64%). Food security was 
also significantly associated with having an older sex partner (p<0.05).  Of those who had a sex 
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partner five plus years older than themselves, 19.18% reported being food insecure, while 15.88% 
did not.  
Being HIV positive was significantly associated with age-disparate sex (p<0.01). Among females 
reporting being HIV positive, 16.74% reported having a younger sex partner, compared with 11.26% 
who did not. 
Age, marital status, settlement type, knowledge of HIV prevention methods, violence, knowing one’s 
HIV status, and exposure to HCPs were not significantly associated with having a sex partner five or 
more years older than the respondent. 
Table 28: Associations between socio-demographic characteristics, ideational factors, behaviour 
and age-disparate sex among sexually active adult females n (%) 
 Any sex partner in the past 12 months 5 or more years 
older than respondent  n=3,594 
Yes               n (%) No                n (%) P value 
Socio-demographic characteristics    
Age    
16-24 413 (26.54) 618 (28.83) 0.23 
25-34 597 (38.62) 774 (35.32)  
35-55 464 (34.84) 728 (35.85)  
    
Marital status    
Single/ Divorced/Widowed 412 (27.02) 691 (32.55) 0.09 
Not married or living together but in a steady 
relationship  
382 (24.11) 541 (23.08)  
Not married, but living with sexual partner 208 (14.77) 303 (14.81)  
Married, living together 411 (29.24) 514 (25.48)  
Married not living together 61 (4.86) 71 (4.08)  
    
Education    
No/ primary school 173 (12.91) 188 (8.50) <0.01 
Up to grade 11 635 (42.05) 910 (38.20)  
Matric 504 (32.11) 766 (36.76)  
Tertiary 159 (12.93) 253 (16.54)  
    
Employment    
Unemployed 922 (63.68) 1,276 (56.64) <0.001 
Employed 444 (30.62) 611 (33.06)  
Student 82 (5.70) 208 (10.31)  
    
Food security    
Food insecure 266 (19.18) 343 (15.88) <0.05 
    
Settlement type    
Urban 986 (62.50) 1,482 (65.20) 0.30 
Rural 488 (37.50) 638 (34.80)  
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 Any sex partner in the past 12 months 5 or more years 
older than respondent  n=3,594 
Yes               n (%) No                n (%) P value 
Ideational factors    
Knowledge of HIV prevention methods    
No/low knowledge 321 (21.40) 476 (22.71) 0.11 
Medium knowledge 639 (42.83) 856 (38.16)  
High knowledge 514 (35.77) 788 (39.12)  
    
HIV status & exposure to HIV communication    
Knows HIV status    
Yes 1,123 (92.56) 1,690 (93.85) 0.35 
    
Self-reported HIV status    
HIV positive 150 (16.74) 166 (11.26) <0.01 
    
HIV communication programmes    
Exposed to at least one HCP 1,278 (83.99) 1,868 (85.23) 0.46 
    
Behaviour    
Violence    
Been in a physical fight in the past year 121 (7.93) 155 (7.01) 0.48 
 
 
5.4.4 Condom use at last sex 
 
5.4.4.1 Prevalence of condom use at last sex 
 
Less than half (47.16%) of sexually active respondents reported using a condom the last time they 
had sex (table 29). Just under half (49.01%) of sexually active males used a condom at last sex. Less 
than half (45.43%) of sexually active females used a condom at last sex.  
Table 29: Prevalence of condom use at last sex among sexually active adult males and females 
All sexually active respondents 
n=6,038 
Males  
n=2,455 
Females  
n=3,583 
Frequency Weighted 
percentage (%) 
Frequency Weighted 
percentage (%) 
Frequency Weighted 
percentage (%) 
2,881 47.16 1,253 49.01 1,628 45.43 
 
 
5.4.4.2 Factors associated with condom use at last sex among males 
 
Age was significantly associated with condom use at last sex (p<0.001). Males aged 16-24 years and 
those aged 25-34 years were significantly more likely to report using a condom at last sex (table 30). 
In contrast, males aged 35-55 were significantly less likely to have used a condom, with only 24.00% 
using a condom compared to 46.01% who did not. 
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Marital status was significantly associated with having condom use at last sex (p<0.001). Males who 
were single/divorced/widowed were significantly more likely to report using a condom at last sex 
(46.17% vs 24.34%). Males who were married and living together were less likely to report condom 
use at last sex, with 9.70% using a condom compared to 35.36% who did not.  
Educational attainment was significantly associated with condom use at last sex (p<0.001). Males 
who completed matric were more likely to have used a condom at last sex while males with no or 
primary school education were less likely to. 
Employment status was significantly associated with condom use at last sex (p<0.001). Males who 
were unemployed and those who were students were more likely to have used a condom the last 
time that they had sex. Employed males were less likely to have used a condom, with 42.59% 
reporting condom use at last sex compared to 60.28% who did not. 
Attitudes towards condom use were significantly associated with condom use at last sex (p<0.001). 
Males who had positive attitudes towards condom use were more likely to report condom use 
(55.09% vs 41.54%). Similarly, self-efficacy was significantly associated with condom use at last sex 
(p<0.001). Those who had high self-efficacy for condom use were more likely to have used a condom 
at last sex. 
Being HIV positive was significantly associated with condom use at last sex (p<0.001). Among males 
reporting being HIV positive, 11.43% reported condom use at last sex as compared with 5.36% who 
did not. 
Exposure to HCPs was significantly associated with condom use at last sex. Males who were exposed 
were more likely to report condom use at last sex, with 88.75% using a condom compared to 79.55% 
who did not. 
Having been in a physical fight was significantly associated with condom use at last sex (p=0.03). 
Males who had been in a physical fight were significantly less likely to have used a condom the last 
time they had sex, with 12.38% reporting  this as  compared 15.86% who did not.  
Food security, settlement type, knowledge of HIV prevention methods and knowing one’s HIV status 
were not significantly associated with condom use at last sex among males. 
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Table 30: Associations between socio-demographic characteristics, ideational factors, behaviour 
and condom use at last sex among sexually active adult males n (%) 
 Condom use at last sex n=2,455 
Yes               n (%) No                n (%) P value 
Socio-demographic characteristics    
Age    
16-24 504 (34.78) 262 (18.17) <0.001 
25-34 475 (41.23) 437 (35.83)  
35-55 274 (24.00) 503 (46.01)  
    
Marital status    
Single/ Divorced/Widowed 605 (46.17) 330 (24.34) <0.001 
Not married or living together but in a steady 
relationship  
382 (29.97) 276 (22.34)  
Not married, but living with sexual partner 123 (11.31) 167 (14.22)  
Married, living together 111 (9.70) 388 (35.36)  
Married not living together 32 (2.85) 41  (3.74)  
    
Education    
No/ primary school 60 (4.67) 141 (12.28) <0.001 
Up to grade 11 445 (35.57) 480 (36.78)  
Matric 526 (42.21) 402 (31.16)  
Tertiary 219 (17.55) 177 (19.78)  
    
Employment    
Unemployed 550 (42.00) 447 (33.95) <0.001 
Employed 510 (42.59) 657 (60.28)  
Student 180 (15.40) 71 (5.77)  
Food security    
Food insecure 177 (13.79) 187 (15.15) 0.38 
    
Settlement type    
Urban 891 (60.23) 827 (59.90) 0.92 
Rural 362 (39.77) 375 (40.10) 
    
Ideational factors    
Knowledge of HIV prevention methods    
No/low knowledge 263 (22.22) 255 (23.20) 0.82 
Medium knowledge 549 (43.77) 509 (42.30)  
High knowledge 441 (34.01)  438 (34.50)  
    
Attitudes towards condom use    
Positive attitudes towards condom use 675 (55.09) 477 (41.54) <0.001 
    
Self-efficacy for condom use    
High self-efficacy 1,078 (86.49) 894 (74.19) <0.001 
    
HIV status & exposure to HIV communication    
Knows HIV status    
Yes 744 (94.64) 643 (95.13) 0.70 
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 Condom use at last sex n=2,455 
Yes               n (%) No                n (%) P value 
Self-reported HIV status    
HIV positive 65 (11.43) 38 (5.36) <0.001 
    
HIV communication programmes    
Exposed to at least one HCP 1,102 (88.75) 937 (79.55) <0.001 
    
Behaviour    
Violence    
Been in a physical fight in the past year 171 (12.38) 187 (15.86) 0.03 
 
 
5.4.4.3 Factors associated with condom use at last sex among females 
 
Table 31 shows the associations between various socio-demographic characteristics and condom use 
at last sex among females.  
Age was significantly associated with condom use at last sex (p<0.001). Females aged 16-24 years 
were significantly more likely to report using a condom at last sex. In contrast, females aged 35-55 
were significantly less likely to have used a condom, with only 26.22% using a condom compared to 
43.43% who did not. 
Marital status was significantly associated with having used a condom at last sex (p<0.001). 
Single/divorced/widowed females were significantly more likely to report using a condom at last sex 
(39.33% vs 23.00%). Females who were in steady relationships but not living with their sexual 
partner were also more likely to have used a condom. Females who were married and living 
together were less likely to report condom use at last sex, with 13.03% using a condom compared to 
38.25% who did not.  
Educational attainment was significantly associated with condom use at last sex (p<0.001). Females 
who completed matric were more likely to have used a condom at last sex while females with no or 
primary school education were less likely to have. 
Employment status was significantly associated with condom use at last sex (p<0.001). Female 
students were more likely to have used a condom the last time that they had sex, with 12.53% 
reporting this compared to 5.13% who did not. 
Self-efficacy for condom use was significantly associated with condom use at last sex (p<0.001). 
Females who had had high self-efficacy for condom use were more likely to report condom use at 
last sex (81.15% vs 67.40%). 
Being HIV positive was significantly associated with condom use at last sex (p<0.001). Among 
females reporting being HIV positive, 20.71% reported condom use at last sex as compared to 7.34% 
who did not. 
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Exposure to HCPs was significantly associated with condom use at last sex. Females who were 
exposed were more likely to report condom use at last sex, with 89.30% using a condom compared 
to 80.89% who did not. 
Food security, settlement type, knowledge of HIV prevention methods, violence, knowing one’s HIV 
status and attitudes towards condom use were not significantly associated with condom use at last 
sex among females. 
Table 31: Associations between socio-demographic characteristics, ideational factors, behaviour 
and condom use at last sex among sexually active adult females n (%) 
 Condom use at last sex n= 3,583 
Yes               n (%) No                n (%) P value 
Socio-demographic characteristics    
Age    
16-24 595 (35.51) 433 (21.65) <0.001 
25-34 632 (38.27) 733 (34.92)  
35-55 401 (26.22) 789 (43.43)  
    
Marital status    
Single/ Divorced/Widowed 648 (39.33) 453 (23.00) <0.001 
Not married or living together but in a steady 
relationship  
528 (30.48) 391 (17.72)  
Not married, but living with sexual partner 199 (13.25) 311 (16.21)  
Married, living together 207 (13.03) 715 (38.25)  
Married not living together 46 (3.91) 85 (4.82)  
    
Education    
No/ primary school 100 (6.57) 258 (13.37) <0.001 
Up to grade 11 667 (39.91) 875 (39.91)  
Matric 644 (39.27) 623 (31.51)  
Tertiary 214 (14.25) 196 (15.21)  
    
Employment    
Unemployed 960 (57.71) 1,231 (61.30) <0.001 
Employed 451 (29.75) 600 (33.57)  
Student 197 (12.53) 93 (5.13)  
    
Food security    
Food insecure 287 (18.60) 320 (16.19) 0.16 
    
Settlement type    
Urban 1,121 (63.72) 1,340 (64.26) 0.87 
Rural 507 (36.28) 615 (35.74)  
    
Ideational factors    
Knowledge of HIV prevention methods    
No/low knowledge 349 (21.11) 445 (23.21) 0.25 
Medium knowledge 717 (42.55) 773 (38.10)  
High knowledge 562 (36.35) 737 (38.70)  
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 Condom use at last sex n= 3,583 
Yes               n (%) No                n (%) P value 
Attitudes towards condom use    
Positive attitudes towards condom use 770 (47.91) 849 (43.53) 0.06 
    
    
Self-efficacy for condom use    
High self-efficacy 1,321 (81.15) 1,339 (67.40) <0.001 
    
HIV status & exposure to HIV communication    
Knows HIV status    
Yes 1,302 (93.98) 1,502 (92.68) 0.30 
    
Self-reported HIV status    
HIV positive 208 (20.71) 107 (7.34) <0.001 
    
HIV communication programmes    
Exposed to at least one HCP 1,486 (89.30) 1,653 (80.89) <0.001 
    
Behaviour    
Violence    
Been in a physical fight in the past year 130 (8.56) 144 (6.35) 0.06 
 
 
5.5 Relationship between alcohol consumption and risky sexual behaviours among males and 
females aged 16-55 years in South Africa in 2012 
 
 
5.5.1 Multiple sexual partners in the past 12 months 
 
5.5.1.1 The relationship between alcohol and multiple sexual partners in the past 12 months 
among males 
 
Two stepwise backwards logistic regressions of MSP in the past 12 months among males were 
modelled while adjusting for age and cohabitation status. 
Binge drinking 
Table 32 shows the results for the final model for MSP in the past 12 months and binge drinking. 
Binge drinking was significantly associated with MSP in the past 12 months (p<0.001). Males who 
reported binge drinking were twice as likely (AOR: 1.93, 95% CI 1.37 - 2.72) to have had more than 
one partner in the past year compared with those who did not. 
Cohabitation status, food security, exposure to HCPs, attitudes discouraging MSP, self-efficacy and 
resisting MSPs were also significantly associated with having had more than one sexual partner in 
the past 12 months among males.  
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Males who lived with their sexual partner were 44% less likely to have MSP in the past 12 months 
(AOR 0.56, 95% CI 0.38 - 0.81) than those who did not. Males who were food secure were 36% less 
likely (AOR 0.64, 95% CI 0.44 - 0.92) to have had MSP than those who were classified as food 
insecure.  
Males who held attitudes which discouraged MSP were 71% less likely (AOR 0.29, 95% CI 0.21 -0.40) 
to have had MSP in the previous year. Similarly, those with high self-efficacy for resisting MSP, were 
70% less likely (AOR: 0.30, 95% CI 0.23 - 0.40) to have had MSP. Those exposed to at least one HCP 
were more likely to have MSP (AOR 2.08, 95% CI 1.34 -3.22). 
Table 32: Multivariate logistic regression results for MSP in the past 12 months and binge drinking 
among males (n=1,266, p<0.001)  
Characteristics AOR 95% CI P value 
Binge drinking    
No Ref   
Yes 1.93 1.37 - 2.72 <0.001 
    
Age 0.98 0.97 - 1.00 0.10 
    
Cohabitation    
Not cohabiting Ref   
Cohabiting 0.56 0.38 - 0.81 <0.01 
    
Employment status    
Unemployed Ref   
Employed 1.26 0.92 - 1.72 0.15 
Student 1.04 0.63 -  1.71 0.89 
    
Food security    
Food insecure Ref   
Food secure 0.64 0.44 - 0.92 0.02 
    
Attitudes discouraging MSP    
Negative attitudes Ref   
Positive attitudes 0.29 0.21 -0.40 <0.001 
    
Self-efficacy for resisting MSP    
Low Ref   
High 0.30 0.23 -  0.40 <0.001 
    
Exposed  to HIV communication programmes    
No  Ref 1.34 -3.22 0.001 
Yes 2.08   
    
Been in a physical fight    
No Ref 0.85 - 1.67 0.31 
Yes 1.19   
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Frequency of drinking in the past month 
When frequency of alcohol consumption was included in the model for MSP in the past 12 months, 
age, cohabitation status, food security, exposure to HCPs, attitudes discouraging MSP, self-efficacy 
for resisting MSPs and frequency of drinking in the past month were significantly associated with 
MSP in the previous 12 months. 
Table 33 shows that frequency of drinking in the past month was positively associated with MSP. A 
dose response relationship was evident with males who drank more frequently in the past month 
being more likely to have MSP. For example, males who drank almost every day in the month prior 
to the survey were nearly three times more likely (AOR: 2.83, 95% CI 1.33 - 6.02) to have MSP than 
those who did not drink in the preceding month.  
For each additional year in age there was a 2% decrease in the likelihood of having MSP in the past 
12 months (AOR: 0.98, 95% CI 0.96 - 1.00). Males who lived with their sexual partner were 43% less 
likely to have MSP in the past 12 months (AOR 0.57, 95% CI 0.39 - 0.83) than those who did not. 
Those who were food secure were 33% less likely (AOR 0.67, 95% CI 0.46 - 0.97) to have had MSP 
than those who were food insecure.  
Those with attitudes which discouraged MSP were 71% less likely (AOR 0.29, 95% CI 0.22 - 0.40) to 
have had MSP in the previous year. Similarly, high self-efficacy for resisting MSP was negatively 
associated (AOR 0.31, 95% CI 0.23 - 0.41) with MSP in the past 12 months. Males exposed to at least 
one HCP were twice as likely (AOR 2.27, 95% CI 1.46 - 3.54) to have MSP as compared to those who 
were unexposed.  
Table 33: Multivariate logistic regression results for MSP in the past 12 months and frequency of 
drinking in the previous month among males (n=1,269, p<0.001) 
Characteristics AOR 95% CI P value 
Frequency of drinking in the past month    
Never Ref   
At least once a month 1.51 0.94  -2.43 0.09 
At least once a week 1.58 1.00  -2.50 0.05 
Several times per week 2.14 1.32 - 3.48 <0.01 
Almost every day 2.83 1.33 -  6.02 <0.01 
    
Age 0.98 0.96 - 1.00 <0.05 
    
Cohabitation    
Not cohabiting Ref   
Cohabiting 0.57 0.39 - 0.83 <0.01 
    
Employment status    
Unemployed Ref   
Employed 1.22 0.89 -  1.67 0.21 
Student 1.00 0.60 -  1.64 0.99 
    
Food security    
Food insecure Ref   
Food secure 0.67 0.46 - 0.97 0.03 
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Characteristics AOR 95% CI P value 
Attitudes discouraging MSP    
Negative attitudes Ref   
Positive attitudes 0.29 0.22 - 0.40 <0.001 
    
Self-efficacy for resisting MSP    
Low Ref   
High 0.31 0.23 - 0.41 <0.001 
    
Exposed  to HIV communication programmes    
No  Ref   
Yes 2.27 1.46 -  3.54 <0.001 
    
Been in a physical fight    
No Ref   
Yes 1.12 0.79 - 1.57 0.53 
 
 
5.5.1.2 The relationship between alcohol and multiple sexual partners in the past 12 months 
among females 
 
One stepwise backwards logistic regression of MSP in the past 12 months among females was 
modelled while adjusting for age and cohabitation status. 
Binge drinking 
Effect modification between binge drinking and self-efficacy for resisting MSP was present. When 
this was added to the model, attitudes discouraging MSP, exposure to HCPs and self-reported HIV 
status were significantly associated with MSP in the past 12 months. 
Table 34 shows that the interaction between binge drinking and self-efficacy was positively 
associated with MSP. Females with low self-efficacy for resisting MSP but who did not binge drink 
were nine times more likely to have had MSP in the past year (AOR 8.65, 95% CI 3.44 - 21.77) than 
those with high self-efficacy who did not binge drink. Females who had high self-efficacy for resisting 
MSP and who reported binge drinking were nearly four times more likely to have had MSP in the 
past 12 months (AOR 3.58, 95% CI 1.82 - 7.03). Those with low self-efficacy who were classified as 
binge drinkers were five times more likely to have had more than one sexual partner in the year 
prior to the survey (AOR 4.92, 95% CI 2.23 - 10.86). 
Females with attitudes which discouraged MSP were 74% less likely (AOR 0.26, 95% CI 0.15 - 0.44) to 
have had MSP in the past 12 months. Those exposed to at least one HCP were five times more likely 
to have had more than one sexual partner in the past year (AOR 5.42, 95% 1.20 - 24.54).  Females 
who reported being HIV positive were two and a half times more likely to report having more than 
one sexual partner in the year preceding the survey (AOR 2.53, 95% CI 1.31 - 4.88). 
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Table 34: Multivariate logistic regression results for MSP in the past 12 months and binge drinking 
among females (n=694, p<0.001) 
Characteristics AOR 95% CI P value 
Binge drinking and self-efficacy for resisting MSP    
High self-efficacy and no binge drinking Ref   
Low self-efficacy and no binge drinking 8.65 3.44 - 21.77 <0.001 
High self-efficacy and binge drinking 3.58   1.82 - 7.03 <0.001 
Low self-efficacy and binge drinking 4.92 2.23 - 10.86 <0.001 
    
Age 0.99 0.95 - 1.02 0.41 
    
Cohabitation    
Not cohabiting Ref   
Cohabiting 0.46 0.23 - 0.93 0.03 
    
Attitudes discouraging MSP    
Negative attitudes Ref   
Positive attitudes 0.26 0.15 - 0.44 <0.001 
    
Exposed to HIV communication programmes    
No  Ref   
Yes 5.42 1.20 - 24.54 0.03 
    
Self-reported HIV status    
HIV negative Ref   
HIV positive 2.53 1.31 - 4.88 <0.01 
 
 
5.5.2 Multiple sexual partners in the past month 
 
5.5.2.1 The relationship between alcohol and multiple sexual partners in the past month among 
males 
 
Two stepwise backwards logistic regressions of MSP in the past month among males were modelled 
while adjusting for age and cohabitation status. 
Binge drinking 
Effect modification between binge drinking and self-efficacy for resisting MSP was present. When 
this was added into the model, attitudes discouraging MSP and knowing one’s HIV status were 
significantly associated with MSP in the past month. 
Table 35 shows that the interaction between binge drinking and self-efficacy was positively 
associated with MSP. Males with low self-efficacy for resisting MSP but who did not binge drink were 
fourteen times more likely to have had MSP in the past month (AOR 14.16, 95% CI 4.70 – 42.69) than 
those with high self-efficacy and who did not binge drink. Males who had high self-efficacy for 
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resisting MSP and who reported binge drinking were about seven times more likely to have had MSP 
in the past month (AOR 6.56, 95% CI 2.33 - 18.42). Those with low self-efficacy and who were 
classified as binge drinkers were twelve times more likely to have had more than one sexual partner 
in the month prior to the survey (AOR 12.14, 95% CI 4.31 - 34.19). 
Those with attitudes which discouraged MSP were 70% less likely (AOR 0.30, 95% CI 0.20 - 0.45) to 
have had MSP in the past month. Males who reported knowing their HIV status were 36% less likely 
to report having more than one sexual partner in the month preceding the survey (AOR 0.64, 95% CI 
0.45 - 0.91) 
Table 35: Multivariate logistic regression results for MSP in the past month and binge drinking 
among males (n=1008, p<0.001)  
Characteristics AOR 95% CI P value 
Binge drinking and self-efficacy for resisting MSP    
High self-efficacy and no binge drinking Ref   
Low self-efficacy and no binge drinking 14.16 4.70 - 42.69 <0.001 
High self-efficacy and binge drinking 6.56 2.33 - 18.42 <0.001 
Low self-efficacy and binge drinking 12.14 4.31 - 34.19 <0.001 
    
Age 0.99 0.97 - 1.01 0.30 
    
Cohabitation    
Not cohabiting Ref   
Cohabiting 0.89 0.57 - 1.38 0.59 
    
Attitudes discouraging MSP    
Negative attitudes Ref   
Positive attitudes 0.30 0.20 - 0.45 <0.001 
    
Knows HIV status    
No Ref   
Yes 0.64 0.45 - 0.91 0.01 
 
Frequency of drinking in the past month 
Effect modification between drinking in the previous month and self-efficacy for resisting MSP was 
present. When this was added to the model, attitudes discouraging MSP and knowing one’s HIV 
status were significantly associated with MSP in the past month. 
Table 36 shows that the interaction between drinking in the previous month and self-efficacy was 
positively associated with MSP. Males with low self-efficacy for resisting MSP but who drank  once in 
the previous month or not at all were three and a half times more likely to have had MSP in the past 
month (AOR 3.57, 95% CI 1.97 - 6.48) than those with high self-efficacy who drank  once in the 
previous month or not at all. Males with high self-efficacy for resisting MSP and who reported 
drinking once a week or more in the previous month were twice as likely to have had MSP in the 
past month (AOR 1.97, 95% CI 1.13 - 3.43). Those with low self-efficacy and who drank once a week 
or more in the previous month were four times more likely to have had more than one sexual 
partner in the month prior to the survey (AOR 3.99, 95% CI 2.32 - 6.85). 
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Those with attitudes which discouraged MSP were 69% less likely (AOR 0.31, 95% CI 0.21 - 0.46) to 
have had MSP in the past month. Males who reported knowing their HIV status were 35% less likely 
to report having more than one sexual partner in the month preceding the survey (AOR 0.65, 95% CI 
0.46 - 0.92) 
Table 36: Multivariate logistic regression results for MSP in the past month and drinking in the 
previous month among males (n=1,010, p<0.001)  
Characteristics AOR 95% CI P value 
Frequency of drinking in the previous month and 
self-efficacy for resisting MSP 
   
High self-efficacy and drinking once a month or not 
at all in the past month 
Ref   
Low self-efficacy and drinking once a month or not 
at all in the past month 
3.57 1.97 - 6.48 <0.001 
High self-efficacy and  drinking once a week or more 
in the past month 
1.97 1.13 - 3.43 0.02 
Low self-efficacy and  drinking once a week or more 
in the past month 
3.99 2.32 - 6.85 <0.001 
    
Age 0.99 0.97 - 1.01 0.28 
    
Cohabitation    
Not cohabiting Ref   
Cohabiting 0.85 0.54 - 1.32 0.47 
    
Attitudes discouraging MSP    
Negative attitudes Ref   
Positive attitudes 0.31 0.21 - 0.46 <0.001 
    
Knows HIV status    
No Ref   
Yes 0.65 0.46 - 0.92 0.02 
 
 
5.5.2.2 The relationship between alcohol and multiple sexual partners in the past month among 
females 
 
Two stepwise backwards logistic regressions of MSP in the past month among females was modelled 
while adjusting for age and cohabitation status. 
Binge drinking 
Table 37 shows the results for the final model for MSP in the past month and binge drinking. 
Females who were binge drinkers were twice as likely to have MSP in the past month (AOR 1.79, 
95% CI 1.03 - 3.10). Females who had attitudes which discouraged MSP were 74% less likely (AOR 
0.26, 95% CI 0.15 - 0.45) to report having MSP in the past month.   
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Table 37: Multivariate logistic regression results for MSP in the past month and binge drinking 
among females (n=807, p<0.001) 
Characteristics AOR 95% CI P value 
Binge drinking    
No Ref   
Yes 1.79 1.03 - 3.10 0.04 
    
Age 0.98 0.98 - 1.01 0.21 
    
Cohabitation    
Not cohabiting Ref   
Cohabiting 0.87 0.47 - 1.61 0.66 
    
Attitudes discouraging MSP    
Negative attitudes Ref   
Positive attitudes 0.26 0.15 - 0.45 <0.001 
 
Frequency of drinking in the past month 
When frequency of alcohol consumption was included in the model for MSP in the past month, 
attitudes discouraging MSP and frequency of drinking in the previous months were significantly 
associated with MSP in the past month. 
Table 38 shows that there was a dose response relationship between frequency of drinking and MSP 
in the past month. Females who drank more frequently were more likely to have had more than one 
sexual partner in the past month. For example, those for drank almost every day were about seven 
times more likely to have had MSP in the past month than those who never drank (AOR 6.67, 95% CI 
1.92 - 23.19). Females with attitudes which discouraged MSP were 73% less likely to have MSP in the 
past month (AOR 0.27, 95% CI 0.15 - 0.47) than those with attitudes supporting MSP.  
Table 38: Multivariate logistic regression results for MSP in the past month and frequency of 
drinking in the previous month among females (n=808, p<0.001) 
Characteristics AOR 95% CI P value 
Frequency of drinking in the past month    
Never Ref   
At least once a month 1.77 0.84 - 3.71 0.13 
At least once a week 3.33 1.61 - 6.85 0.00 
Several times per week 2.60 1.04 - 6.46 0.04 
Almost every day 6.67 1.92 - 23.19 0.00 
    
Age 0.97 0.94 - 1.01 0.10 
    
Cohabitation    
Not cohabiting Ref   
Cohabiting 0.87 0.47 - 1.60 0.65 
    
Attitudes discouraging MSP    
Negative attitudes Ref   
Positive attitudes 0.27 0.15 - 0.47 <0.001 
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5.5.3 Transactional sex 
 
5.5.3.1 The relationship between alcohol and transactional sex with any sex partner in the past 12 
months among males  
 
Two stepwise backwards logistic regressions of transactional sex among males were modelled while 
adjusting for age and cohabitation status. Transactional sex for males was defined as having given 
money or gifts in exchange for sex with any sex partner in the past 12 months.  
Binge drinking 
When adding binge drinking into the model predicting transactional sex among males, the following 
variables were significantly associated with giving money or gifts for sex:  binge drinking, 
cohabitation, educational attainment, employment status, food security, violence, knowledge of HIV 
prevention methods and knowing one’s HIV status (table 39). 
Binge drinking was significantly associated with exchange of gifts or money for sex among males 
(p<0.05). Males who were binge drinkers were one-and- a-half times more likely to have engaged in 
transactional sex (AOR: 1.53, 95% CI 1.01 - 2.33) than those who were not.  
Cohabitation was significantly associated with transactional sex. Those who lived with their sexual 
partner were 37% less likely to have exchanged gifts/money for sex than males who did not live with 
their sexual partner (AOR 0.63, 95% CI 0.41 - 0.98).  
Males who had completed matric or tertiary studies were twice as likely (AOR 2.14, 95% CI 1.00 - 
4.59) to have engaged in transactional sex compared with those who had no or low level of 
schooling. Employed males were 1.8 times more likely to have paid for sex with gits/money (AOR 
1.80, 95% CI 1.22 - 2.66) than unemployed males. Males who were food secure were less likely (AOR 
0.36, 95% CI 0.23 - 0.55) than their counterparts who experienced food insecurity to have had a 
transactional sexual relationship. 
Males with high levels of HIV prevention knowledge were significantly more likely to have provided 
money/gifts in exchange for sex than those with low knowledge levels. Those who knew their HIV 
status were 47% less likely to report transactional sex (AOR 0.53, 95% CI 0.38 - 0.76) than those who 
did not know their status. Males who had been involved in a physical fight were more likely to report 
transactional sex (AOR 1.61, 95% CI 1.06 - 2.44) than those who were not. 
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Table 39: Multivariate logistic regression results for transactional sex with any sex partner in the 
past 12 months and binge drinking among males (n=1,294, p<0.001)  
Characteristics AOR 95% CI P value 
Binge drinking    
No Ref   
Yes 1.53 1.01 - 2.33 p<0.05 
    
Age 1.02 1.00 - 1.04 0.06 
    
Cohabitation    
Not cohabiting Ref   
Cohabiting 0.63 0.41 - 0.98 0.04 
    
Education    
No schooling/primary schooling Ref   
Up to Grade 11 1.60 0.75 - 3.39 0.22 
Matric/tertiary 2.14 1.00 - 4.59 <0.05 
    
Employment status    
Unemployed Ref   
Employed 1.80 1.22 - 2.66 <0.01 
Student 0.57 0.25 - 1.33 0.20 
    
Settlement type    
Rural Ref   
Urban 1.04 0.71 - 1.55 0.83 
    
Food security    
Food insecure Ref   
Food secure 0.36 0.23 - 0.55 <0.001 
    
Knowledge of HIV prevention methods    
No/low knowledge Ref   
Medium knowledge 1.03 0.63 - 1.70 0.90 
High knowledge 1.63 1.00 - 2.66 <0.05 
    
Knows HIV status    
No  Ref   
Yes 0.53 0.38 - 0.76 <0.001 
    
Been in a physical fight    
No Ref   
Yes 1.61 1.06 - 2.44 0.03 
 
Frequency of drinking in the past month 
The results for the final model for providing gifts or money in exchange for sex and frequency of 
drinking in the past month are shown in table 40 below. Frequency of drinking in the past month, 
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cohabitation, education, employment, food security, knowledge of prevention methods and 
knowing ones’ HIV status were significantly associated with transactional sex among males.  
Frequency of drinking in the past month was significantly associated with exchanging gifts or money 
for sex among males. Those who drank almost every day in the preceding month were nearly three 
times as likely to have engaged in transactional sex (AOR 2.78, 95% CI 1.22 - 6.29) than those who 
had not drunk in the last month. 
Cohabitation was significantly associated with transactional sex. Those who lived with their sexual 
partner were 36% less likely to have exchanged gifts/money for sex (AOR 0.64, 95% CI 0.42 - 1.00) 
than males who did not live with their sexual partner. 
Males who had completed matric or tertiary studies were twice as likely (AOR 2.23, 95% CI 1.04 - 
4.79) to have engaged in transactional sex as compared with those who had no, or a low, level of 
schooling. Employed males were 1.8 times more likely to have paid for sex with gits/money (AOR 
1.80, 95% CI 1.22 - 2.66) than unemployed males. Those who were food secure were less likely (AOR 
0.37, 95% CI 0.24 - 0.57) than males who experienced food insecurity to have provided money or 
gifts in exchange for sex. 
Males with high levels of HIV prevention knowledge were significantly more likely to have provided 
money/gifts in exchange for sex than those with low knowledge levels. Those who knew their HIV 
status were 45% less likely to report transactional sex (AOR 0.55, 95% CI 0.39 - 0.78) than those who 
did not know their status. 
Table 40: Multivariate logistic regression results for transactional sex with any sex partner in the 
past 12 months and frequency of drinking in the previous month among males (n=1,299, p<0.001)  
Characteristics AOR 95% CI P value 
Frequency of drinking in the past month    
Never Ref   
At least once a month 0.89 0.48 - 1.63 0.71 
At least once a week 1.22 0.69 - 2.16 0.50 
Several times per week 1.56 0.85 - 2.85 0.15 
Almost every day 2.78 1.22 - 6.29 0.01 
    
Age 1.02 0.99 - 1.04 0.13 
    
Cohabitation    
Not cohabiting Ref   
Cohabiting 0.64 0.42 - 1.00 <0.05 
    
Education    
No schooling/primary schooling Ref   
Up to Grade 11 1.71 0.80 - 3.65 0.16 
Matric/tertiary 2.23 1.04 - 4.79 0.04 
    
Employment status    
Unemployed Ref   
Employed 1.80 1.22 - 2.66 <0.01 
Student 0.58 0.25 - 1.36 0.21 
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Characteristics AOR 95% CI P value 
Settlement type    
Rural Ref   
Urban 0.97 0.66 - 1.43 0.87 
    
Food security    
Food insecure Ref   
Food secure 0.37 0.24 - 0.57 <0.001 
    
Knowledge of HIV prevention methods    
No/low knowledge Ref   
Medium knowledge 1.11 0.68 - 1.83 0.68 
High knowledge 1.72 1.05 - 2.82 0.03 
    
Knows HIV status    
No  Ref   
Yes 0.55 0.39 - 0.78 <0.00 
    
Been in a physical fight    
No Ref   
Yes 1.50 0.98 - 2.27 0.06 
 
 
 
5.5.3.2 The relationship between alcohol and transactional sex with any sex partner in the past 12 
months among females 
 
One stepwise backwards logistic regression of transactional sex among females was modelled while 
adjusting for age and cohabitation status. Transactional sex for females was defined as having 
received money or gifts in exchange for sex with any sex partner in the past 12 months.  
Binge drinking 
When adding binge drinking into the model predicting transactional sex among females, the 
following variables were significantly associated with receiving money or gifts for sex: binge drinking, 
and knowledge of HIV prevention methods. 
Binge drinking was significantly associated with receiving gifts or money for sex in exchange for sex 
among females (p<0.01). Females classified as binge drinkers were three times more likely to have 
engaged in transactional sex (AOR 3.10, 95% CI 1.45 - 6.62) compared with those who were not. 
Table 41 shows that females who had high levels of HIV prevention methods were three times more 
likely (AOR 3.42, 95% CI 1.24 - 9.47) to have had transactional sex in the past 12 months than those 
with low levels of knowledge.    
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Table 41: Multivariate logistic regression results for transactional sex with any sex partner in the 
past 12 months and binge drinking among females (n=703, p<0.001) 
Characteristics AOR 95% CI P value 
Binge drinking    
No Ref   
Yes 3.10 1.45 - 6.62 <0.01 
    
Age 1.00 0.97 - 1.04 0.81 
    
Cohabitation    
Not cohabiting Ref   
Cohabiting 0.72 0.32 - 1.59 0.41 
    
Settlement type    
Rural Ref   
Urban 0.66 0.31 - 1.38 0.27 
    
Food security    
Food insecure Ref   
Food secure 0.64 0.28 - 1.46 0.29 
    
Knowledge of HIV prevention methods    
No/low knowledge Ref   
Medium knowledge 1.25 0.42 - 3.76 0.69 
High knowledge 3.42 1.24 - 9.47 0.02 
    
Self-reported HIV status    
HIV negative Ref   
HIV positive 2.01 0.87 - 4.63 0.10 
    
Been in a physical fight    
No Ref   
Yes 2.21 0.97 - 5.04 0.06 
 
 
5.5.4 Age-disparate sex 
 
5.5.4.1 The relationship between alcohol and age-disparate sex with any sex partner in the past 12 
months among males 
 
Two stepwise backwards logistic regressions of age-disparate sex among males were modelled while 
adjusting for age and cohabitation status. Age-disparate sex for males was defined as having any sex 
partner in the past 12 months who was five or more years younger than themselves. 
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Binge drinking 
The results for the final model for age-disparate sex and binge drinking are shown in table 42 below. 
Binge drinking, age, cohabitation and employment status were significantly associated with age-
disparate sex among males.  
Binge drinking was significantly associated with age-disparate sex among males (p=0.01). Male binge 
drinkers were 1.4 times more likely (AOR 1.44, 95% CI 1.09 - 1.89) to have had a sex partner five or 
more years younger than themselves in the previous 12 months. 
For each additional year in age there was a 9% increase in the likelihood of age-disparate sex (AOR 
1.09, 95% CI 1.08 - 1.11). Cohabitation was negatively associated with age-disparate sex, with males 
who lived with their sexual partners being 56% less likely (AOR 0.44, 95% CI 0.33 - 0.60) to have a 
younger sex partner. In terms of employment status, table 42 shows that males who were students 
were less likely to have a younger sexual partner (AOR 0.28, 95% CI 0.15 - 0.55) compared to males 
who were unemployed. 
Table 42: Multivariate logistic regression results for age-disparate sex with any sex partner in the 
past 12 months and binge drinking among males (n=1,330, p<0.001) 
Characteristics AOR 95% CI P value 
Binge drinking    
No Ref   
Yes 1.44 1.09 - 1.89 0.01 
    
Age 1.09 1.08 - 1.11 <0.001 
    
Cohabitation    
Not cohabiting Ref   
Cohabiting 0.44 0.33 - 0.60 <0.001 
    
Employment    
Unemployed Ref   
Employed 1.11 0.86 - 1.44 0.44 
Student 0.28 0.15 - 0.55 <0.001 
    
Exposed  to HIV communication programmes    
No  Ref   
Yes 1.11 0.80 - 1.54 0.54 
 
Frequency of drinking in the past month 
Table 43 shows the results for the final model for providing gifts or money in exchange for sex and 
frequency of drinking in the past month. Frequency of drinking in the past month, age, cohabitation 
and employment status were significantly associated with age-disparate sex among males. 
Frequency of drinking in the past month was significantly associated with age-disparate sex among 
males. Males who drank several times per week in the last month were one-and-a-half times (AOR 
1.52, 95% CI 1.02 - 2.26) more likely to have had age-disparate sex than those who did not drink at 
all in the previous month.  
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For each additional year in age there was a 9% increase in the likelihood of age-disparate sex (AOR 
1.09, 95% CI 1.07 - 1.11). Cohabitation was negatively associated with age-disparate sex, with males 
who lived with their sexual partners being 54% less likely (AOR 0.46, 95% CI 0.34 - 0.63) to have a 
younger sex partner.  
Males who were students were 70% less likely to have a younger sexual partner (AOR 0.30, 95% CI 
0.15 - 0.59) compared with males who were unemployed. 
Table 43: Multivariate logistic regression results for age-disparate sex with any sex partner in the 
past 12 months and frequency of drinking in the previous month among males (n=1,334, p<0.001) 
Characteristics AOR 95% CI P value 
Frequency of drinking in the past month    
Never Ref   
At least once a month 0.74 0.50 - 1.09 0.12 
At least once a week 0.83 0.57 - 1.21 0.33 
Several times per week   1.52 1.02 - 2.26 0.04 
Almost every day 1.84 0.96 - 3.53 0.07 
    
Age 1.09 1.07 - 1.11 <0.001 
    
Cohabitation    
Not cohabiting Ref   
Cohabiting 0.46 0.34 - 0.63 <0.001 
    
Employment    
Unemployed Ref   
Employed 1.14 0.88 - 1.48 0.32 
Student 0.30 0.15 - 0.59 <0.001 
    
Exposed  to HIV communication programmes    
No  Ref   
Yes 1.17 0.84 - 1.64 0.35 
 
 
5.5.5 Condom use 
 
5.5.5.1 The relationship between alcohol and condom use at last sex among males 
 
Frequency of drinking in the past month 
The results for the final model for condom use at last sex and frequency of drinking in the past 
month are shown in table 44 below.  
Frequency of drinking in the previous month was significantly associated with condom use at last sex 
among males. Those who reported drinking at least once a week in the past month were 50% less 
likely to have used a condom at last sex (AOR 0.50, 95% CI 0.30 - 0.82) than those who had not drunk 
82 
 
in the past month. Males who drank several times per week in the last month were 48% less likely to 
have used a condom at last sex (AOR 0.52, 95% CI 0.31 - 0.91).  
Age, cohabitation status, education, exposure to HCPs, knowing one’s HIV status, attitudes towards 
condom use and self-efficacy for condom use were significantly associated with condom use at last 
sex among males.  
For each additional year in age there was a 3% decrease in the likelihood of using a condom at last 
sex (AOR: 0.97, 95% CI 0.95 - 0.99). Males who lived with their sexual partner were 72% less likely to 
have used a condom at last sex (AOR 0.28, 95% CI 0.19 - 0.41) than those who did not. 
Males who had matric/tertiary education were twice as likely to have used a condom the last time 
they had sex (AOR 2.20, 95% CI 1.04 - 4.68) than those with no schooling or primary school only. 
Having been exposed to at least one HCP in the 12 months preceding the survey was positively 
associated with condom use (AOR 1.90, 95% CI 1.10 - 3.30).  
Males who had favourable attitudes towards condom use were one-and-a-half times more likely 
(AOR 1.57, 95% CI 1.12 - 2.19) to report using a condom at last sex than those holding negative 
attitudes towards condom use. Similarly, those with high self-efficacy for condom use, were 1.7 
times more likely (AOR: 1.65, 95% CI 1.03 - 2.63) to have used a condom the last time they had sex.  
Table 44: Multivariate logistic regression results for condom use at last sex and frequency of 
drinking in the previous month among males (n=712, p<0.001) 
Characteristics AOR 95% CI P value 
Frequency of drinking in the past month    
Never Ref   
At least once a month 0.67 0.40 - 1.11 0.12 
At least once a week   0.50 0.30 - 0.82 <0.01 
Several times per week 0.52 0.31 - 0.91 0.02 
Almost every day 0.41 0.14 - 1.20 0.10 
    
Age 0.97  0.95 - 0.99 <0.01 
    
Cohabitation    
Not cohabiting Ref   
Cohabiting 0.28 0.19 - 0.41 <0.001 
    
Education    
No schooling/primary schooling Ref   
Up to Grade 11 2.03 0.95 - 4.32 0.07 
Matric/tertiary 2.20 1.04 - 4.68 0.04 
    
Attitudes encouraging condom use    
Negative attitudes Ref   
Positive attitudes 1.57 1.12 - 2.19 <0.01 
    
Self-efficacy for condom use    
Low Ref   
High   1.65 1.03 - 2.63 0.04 
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Characteristics AOR 95% CI P value 
Exposed  to HIV communication programmes    
No  Ref   
Yes 1.90 1.10 - 3.30 0.02 
Self-reported HIV status    
HIV negative  Ref   
HIV positive 2.54 1.32 - 4.87 <0.01 
    
Been in a physical fight    
No Ref   
Yes 0.78 0.50 - 1.23 0.29 
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Chapter 6: Discussion 
 
This study aimed to test the hypotheses that multiple dimensions of alcohol use were associated 
with various risky sexual behaviours among adult males and females in South Africa. Results support 
the hypotheses that, for males, binge drinking and frequency of drinking in the past month increased 
risky sexual behaviour including MSP in the past 12 months, MSP in the past month, providing 
money/gifts in exchange for sex and having a sex partner five or more years younger than 
themselves. Frequency of drinking in the past month decreased the likelihood of condom use at last 
sex. There was no support for the hypothesis that alcohol dependence increased risky sexual 
behaviour among males. For females, results supported the hypotheses that alcohol dependence, 
binge drinking and frequency of drinking increased risky sexual behaviour. However, this was true 
for some risky sexual behaviours. Among females, alcohol dependence only increased the likelihood 
of receiving money/gifts in exchange for sex and frequency of drinking in the past month only 
increased the likelihood of having MSP in the past month. Female binge drinkers were more likely to 
have MSP in the past 12 months, MSP in the past month, and engage in transactional sex but there 
was no relationship between binge drinking and age-disparate sex or condom use at last sex. 
6.1 Non-drinking 
 
This study found high levels of reported non-drinking with only 37.20% of all respondents reporting 
lifetime drinking and fewer respondents (25.28%) reporting current (past month) drinking. This is 
consistent with other estimates of current drinking in South Africa which range from 20% - 30% 
across different surveys (2, 48, 49, 51). Sexually active respondents were more likely to report 
lifetime drinking (43.25%) and current drinking (32.35%).  
There are a number of potential explanations for these high levels of non-drinking. WHO suggests 
that the cost of alcohol is likely to be a barrier to drinking in countries where many people are poor 
(154). Since the average household income in South Africa is about R100,000 (≈$10,00) per annum, 
this is likely to be a factor in South Africa, especially outside of the Western Cape and Gauteng, 
where the average household income is higher than in other provinces (155). Other potential reason 
for non-drinking suggested by literature include: social norms restricting drinking, bad drinking 
experiences and religion (156).  
 
6.2 Hazardous and harmful drinking 
 
Although the majority of respondents did not drink, those who did displayed high levels of 
hazardous drinking. Just under half of the drinkers reported having a drink at least once a week or 
more in the past month and nearly a third reported being drunk at least once a week in the past 
month. There was no difference between sexually active and all respondents.  
 
About 70% of all male drinkers were classified as binge drinkers, while just over half of females were. 
Prevalence of binge drinking was even higher among sexually active drinkers. These findings are 
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consistent with other household surveys in South Africa which have found that individuals who drink 
alcohol report heavy amounts of drinking, with rates of hazardous drinking among the highest in the 
world (63). 
 
In terms of harmful drinking, just less than 40% of lifetime drinkers were alcohol dependent.  
Sexually active respondents were as likely as all respondents to be classified as alcohol dependent.  
There are a number of potential reasons for why hazardous drinking is so high among lifetime 
drinkers in South Africa – one of which is the historical context of alcohol use in South Africa. 
Traditionally, indigenous people brewed their own alcohol which was consumed at social gatherings 
but with the arrival of European settlers, alcohol was traded for labour and goods and was later used 
to manage and control the workforce (63). In the Western Cape and the Northern Cape,  the ‘dop’ 
system was used as a means of exercising control. Farm workers were paid part of their wages in 
alcohol, usually wine. Although this has been illegal since the early 1960s, the ‘dop’ system was 
practised on some farms until quite recently (157). Alcohol was also used to control labour in the 
mining sector (158). Under apartheid, access to alcohol for black Africans was controlled by 
legislation. This led to the proliferation of small-scale, illegal alcohol-serving establishments 
(shebeens) as a form of resistance against the oppressive system (63). Mager (2004) argues that the 
apartheid policies which resulted in illicit alcohol dealing, created a social environment where 
excessive alcohol use increased and new and harmful meanings of socially acceptable drinking were 
created (158).  
Another potential reason why hazardous alcohol use is high may be the lack of awareness around 
responsible or sensible drinking relative to non-drinking. In neighbouring Namibia, LeBeau and Yoder 
(2009) found that the concept of moderate drinking was not one which was commonly understood, 
with few people understanding the difference between non-drinking and responsible drinking (159). 
This may well be the case in South Africa too. 
 
6.3 Differences in drinking patterns by sex 
 
Building and extending other research conducted nationally (61), this study found that males were 
more likely to drink than females. Half of all males and a quarter of females had ever drunk alcohol.   
Current (past month) drinking was also higher among males with 34.35% of males reporting current 
drinking, which is lower than the prevalence of 41.5% found in secondary analysis of the 2008 
SABSSM survey (61). Prevalence of female current drinkers was consistent with the 2008 SABSSM 
survey at about 17% (61). When restricted to sexually active respondents, a similar pattern was 
seen, with more sexually active males reporting lifetime and current drinking than their female 
counterparts. 
Not only were males more likely to drink alcohol, but they were also more likely to drink at 
hazardous and harmful levels. Males were more likely to be alcohol dependent and to binge drink 
than females. More males reported drinking frequently in the past month and were twice as likely as 
female drinkers to report being drunk in the past month. 
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Historically, alcohol consumption has been predominately socially acceptable for males and is, in 
some societies, a symbolic indicator of gender roles and norms (160). Reasons for drinking can also 
be related to social constructs of gender (160).  
For males in sub-Saharan Africa, drinking is a recreational activity which usually takes place in 
alcohol-serving establishments (11, 67, 161). These establishments are considered as the male 
domain and are associated with masculinity (162). Drinking is seen as an opportunity for males to 
relax, socialise and pass the time (11) and symbolises independence and freedom from domestic 
responsibilities (161). In addition, drinking is interconnected with males’ conception of adult 
masculinity (162) and is seen to heighten masculinity (161, 163).  
Across a number of countries, prevalence of heavy drinking episodes is higher among males. Males 
also tend to consume higher quantities of alcohol (164). Heavy drinking and having a high alcohol 
tolerance is also related to a sense of shared masculinity (11).  
Although this study found that male drinking was more common, over half of sexually active female 
drinkers, equating to roughly 1.5 million females, were classified as binge drinkers. This is consistent 
with other studies which found that although a relatively low percentage of females drink, those 
who do drink do so at high risk levels (28).  
These high levels of binge drinking among females may be partly explained by the growing body of 
research which shows that female drinking is often related to defiance of gender norms (161) and an 
increased sense of agency (165). A number of studies have described the socially-scripted 
phenomenon which occurs in taverns. It is common place for males to buy females drinks and it is 
mutually understood that this is likely to end in sex (110, 159, 165). Qualitative studies have 
revealed that alcohol is a common and desired form of currency in transactional relationships (37, 
104). Some females demonstrated increased agency by participating in the transactional sex 
dynamic (83, 165). 
 
6.4 Identifying hazardous drinkers 
 
This study has described the characteristics of lifetime, current and binge drinkers in South Africa.  
Since, those who binge drink have double the risk of acquiring HIV compared with non-binge 
drinkers (4), identifying the characteristics of binge drinkers is most helpful from an HIV 
programming perspective.  
For males, binge drinkers were more likely to: be aged between 25-34 years; have completed Grade 
11 or matric; be employed and live in urban areas. These findings are not surprising. Males who fit 
this profile are likely to have money to spend on alcohol. They were also more likely to be single or 
not married but in a steady relationship.  
For females, binge drinking was highest among those aged 16-24 years, followed by those aged 25-
34 years. Female binge drinkers were more likely to: be single or not married but in a steady 
relationship; have a matric; be unemployed; and live in urban areas.  
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Characteristics of male and female binge drinkers were broadly similar. However, male binge 
drinkers were more likely to be older and employed and therefore wealthier. Female binge drinkers 
were more likely to be unemployed and younger. Given the fact that alcohol is often used as 
currency in transactional sex (110), there is the potential for poorer females to engage in 
transactional sex with males who have disposable income. In addition, it is possible that these 
relationships may be age-disparate too. As described in chapter 2, these behaviours are both risk 
factors for HIV, particularly for younger females.   
 
6.5 Risky sexual behaviour 
 
This study found relatively low percentages of risky sexual behaviour. However when weighted to 
the population, a substantial number of adult South Africans engaged in practises placing them at 
high risk for HIV infection. 
Some 12.55% of sexually active respondents, or 2.2 million adults, had more than one sexual partner 
in the past 12 months. Prevalence of MSP was slightly higher than rates seen across different surveys 
(9.3% SABSSM II 2005; 9.3% SABSSM III 2008; and 11.4% NCS 2009) (2, 23, 51). As in other studies 
males were more likely to report MSP in the past year (18.79%) than females (6.72%).  
Nearly 10% (8.96%) of sexually active respondents, or approximately 1.2 million adults, had more 
than one sexual partner in the past month. This is higher than findings from other surveys (5.4% NCS 
2006; 4.9% NCS 2009) (23, 166). More males (13.57%) reported MSP in the month preceding the 
survey than females (5.01%).  
This study found that fewer than 10% of sexually active respondents gave or received money/gifts in 
exchange for sex. Nine percent of sexually active males reported giving money/gifts in exchange for 
sex. Consistent with other studies (37), 6% of sexually active females reported that they had recently 
engaged in transactional sex. However, this rate is substantially lower than that found among 
females attending antenatal clinics in Soweto (21.1%) (84). This discrepancy may be because the NCS 
was a national survey whereas Dunkle and colleagues’ study (2004) was only conducted in one 
province. 
Age-disparate relationships were fairly common. Some 38.41% of sexually active males reported 
having a sexual partner five or more years younger than themselves. Forty one percent of females 
reported having a sexual partner five or more years older than themselves. 
Forty seven percent of sexually active respondents reported using a condom the last time they had 
sex. Forty nine percent of males reported condom use at last sex and 45% of females did. These 
findings are lower for both sexes than rates reported in the SABSSM III 2008 survey (64.6% and 
60.4% respectively) (2). They are slightly higher for both sexes than rates found in the NCS 2009 
(43.3% for males and 39.8% for females) (23).  
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6.6 Alcohol use and risky sexual behaviour 
 
The relationship between alcohol use and risky sexual behaviour has been well documented (7, 37, 
100, 111).  
This study extends the literature by:   
1. Using multiple and more nuanced measures of alcohol use  - alcohol dependence, binge 
drinking and frequency of drinking in the past month - to examine the relationship 
between alcohol use and risky sexual behaviour;  
2. Describing the interaction between ideational factors and alcohol use, and risky sexual 
behaviour; and 
3. Investigating the relationship between alcohol use and risky sexual behaviour in the 
general population.  
 
6.6.1 Alcohol dependence and risky sexual behaviour 
 
This study examined the relationship between alcohol dependence and risky sexual behaviours 
among males and females. For males, no significant relationship between alcohol dependence and 
any of the outcome variables was present. For females, the only significant relationship (p<0.05) 
between alcohol dependence and any of the outcome variables was for receiving money/gifts  in 
exchange for sex (data not shown). Controlling for socio-demographic characteristics, ideational 
factors, exposure to HCPs, knowledge of HIV status and violence, alcohol dependent females were 
twice as likely (AOR 2.02, 95% CI 1.13 - 4.28) to have received money/gifts in exchange for sex with 
any of their sex partners in the past 12 months, than females who drank but were not alcohol 
dependent.  
 
The complete absence of any significant relationship between alcohol dependence and risky sexual 
behaviour among males warrants further examination. One explanation may be that chronic 
alcoholism can cause sexual dysfunction (167) making it unlikely that alcohol dependent males will 
engage in sex. Another explanation may be the low libido experienced in alcoholics (168), making it 
less likely that they would engage in sex. 
 
A further explanation for this finding, and one which is also relevant for females, is the effect of 
chronic alcohol use and addiction on cognitive function, including memory (169). It is possible that 
the lack of findings may be due to recall bias (see limitations). However, the fact that a relationship 
between transactional sex and alcohol dependence among females was found makes this 
explanation unlikely.  
 
The relationship between alcohol dependence and transactional sex among females is worth further 
consideration. In a study undertaken with patrons of alcohol-serving establishments in Cape Town, 
Pitpitan and colleagues (2013) found that females who traded sex were more likely to be alcohol 
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dependenti. Viewed together, these findings suggest that the relationship between alcohol 
dependence and transactional sex may be bi-directional, which is what Townsend and colleagues 
propose in their model outlining how alcohol use and transactional sex are linked to risky sexual 
behaviour (110).  
 
6.6.2 Hazardous drinking and risky sexual behaviour 
 
A conceptual model describing the relationship between hazardous drinking (binge drinking and 
frequency of drinking in the past month) and risky sexual behaviour has been proposed (figure 1). 
According to this model, socio-demographic characteristics and ideational factors have an 
independent effect of risky sexual behaviour. Hazardous drinking also influences risky sexual 
behaviour. The model proposes that there is a bi-directional relationship between hazardous 
drinking and ideational factors. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 1: The relationship between hazardous drinking and risky sexual behaviour based on the 
results of this study 
                                                          
i
 In Pitpitan et al’s study (2013) the term problem drinking was used to characterise those who answered “yes” 
to at least two items of the CAGE questionnaire. This is the same measure used in this study, where the term 
alcohol dependence is used to describe individuals with a CAGE score of two or more.  
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Unlike other studies which found that the effects of alcohol on risky sexual behaviour were generally 
similar in males and females (9, 12, 100), this study found that the specific relationship between 
alcohol use and risky sexual behaviour differed by sex as well as by the type of drinking behaviour 
and the specific risky sexual behaviour. It is worth noting that while there was support for the 
hypotheses that hazardous drinking increased risky sexual behaviour for both males and females, 
hazardous drinking had an impact on far fewer risky sexual behaviours among females. Further 
research is probably needed to explain this phenomenon, but this may be partially explained by the 
fact that alcohol-serving establishments play a critical role in linking alcohol use and risky sexual 
behaviour (12); and females are less likely to visit these than males. 
Because the relationships between hazardous drinking and risky sexual behaviour differed by sex, 
two separate models, one for males and one for females, describing these are presented below.  
 
6.6.2.1 The relationship between hazardous drinking and risky sexual behaviour among males 
 
Figure 2 shows that for males, a relationship was found between binge drinking and MSP in the past 
12 months, MSP in the past month, transactional sex (giving) and age-disparate sex (having a partner 
five or more years younger) while controlling for age, cohabitation and other socio-demographic, 
ideational and behavioural factors. Males who drank more frequently in the past month  (regardless 
of the amount) also were more likely to engage in MSP, both in the past 12 months and in the past 
month, transactional sex and age-disparate sex, and less likely to report using condoms at last sex. It 
appears that for males, binge drinking and frequency of drinking in the past month were similar in 
terms of increasing specific risky sexual behaviours. Binge drinking affected all examined risky sexual 
behaviours except for condom use and frequency of drinking affected all five outcomes. 
Binge drinkers were twice as likely to report MSP in the past 12 months. This study also found that 
the more frequently males drank in the past month the more likely they were to have had MSP in 
the previous year. Binge drinking and frequency of drinking were also associated with MSP in the 
past month. 
Binge drinking predicted MSP in the past month. However, the effect of drinking was modified by 
self-efficacy for resisting MSP. The results, in fact, are somewhat surprising in that it appears that 
low self-efficacy for resisting MSP was an even larger predictor of reporting MSP than binge drinking 
alone. However, those with low self-efficacy for resisting MSP and who were binge drinkers were 12 
times more likely to report MSP in the past month. Even those with high self-efficacy to resist MSP 
but who were binge drinkers were more than six times more likely to have had more than one sexual 
partner in the past month.  
Drinking frequency in the past month was associated with MSP in the past month. This effect was 
modified by self-efficacy for resisting MSP. Males most likely to have MSP in the previous month 
were those with low self-efficacy for resisting MSP and who drank frequently in the past month with 
an adjusted odds ratio of nearly four. Those with low self-efficacy but who did not drink frequently 
in the previous month were more than three times more likely to report MSP. Males who did not 
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drink frequently in the past month but who had low self-efficacy for resisting MSP were nearly twice 
as likely as those with high self-efficacy and infrequent past month drinking to report MSP. 
Binge drinkers were more likely to have provided money/gifts in exchange for sex. Similarly, the 
more frequently males had drunk in the past month the more likely they were to have engaged in 
transactional sex. 
Males who were binge drinkers were more likely to have a sexual partner five or more years younger 
than themselves. There was also a relationship between frequency of drinking and age-disparate 
sex, with those who drank several times per week and almost every day being more likely to have 
any sexual partner five or more years younger than themselves. 
There was no relationship between binge drinking and condom use at last sex among males. 
However, those who drank more frequently in the previous month were less likely to have used a 
condom at last sex.  The more frequently males drank, the less likely they were to have used a 
condom at last sex. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 2: The relationship between hazardous drinking and risky sexual behaviour among males 
based on the results of this study 
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6.6.2.2 The relationship between hazardous drinking and risky sexual behaviour among females 
 
For females, fewer relationships between alcohol and risky sexual behaviour were found than for 
males. Figure 3 shows that a relationship was found between binge drinking and MSP in the past 12 
months, MSP in the past month and transactional sex (receiving) while controlling for age, 
cohabitation and other socio-demographic-ideational and behavioural factors. Females who drank 
more frequently in the past month (regardless of the amount) were more likely to have MSP in the 
past month. It appears that for females, binge drinking was more likely to impact on multiple risky 
sexual behaviours in comparison to frequency of drinking in the past month which was only related 
to MSP in the past month. There was a relationship between binge drinking and MSP in the past 
twelve months. However, the effect of binge drinking was modified by self-efficacy for resisting MSP. 
The results are somewhat surprising - it appears that low self-efficacy for resisting MSP was an even 
larger predictor of having MSP than binge drinking. However, those with low self-efficacy for 
resisting MSP and who were binge drinkers, were five times more likely to have MSP in the past 
year. Even those with high self-efficacy but who were binge drinkers were nearly four times more 
likely to have had more than one sexual partner in the past 12 months. There was no relationship 
between frequency of drinking and MSP in the past year among females. 
Binge drinking and frequency of drinking in the previous month also predicted MSP in the past 
month. Binge drinkers were 1.8 times more likely to have MSP in the last month. In addition, the 
more frequently females drank, the more likely there were to have had MSP in the last month. 
Binge drinkers were three times more likely to have received money/gifts in exchange for sex. There 
was no relationship between frequency of drinking in the past month and transactional sex among 
females. 
For females there was no relationship between binge drinking or frequency of drinking in the past 
month and age-disparate sex. There was also no relationship between binge drinking or frequency of 
drinking in the past month and condom use at last sex among females. This finding differs from that 
of Chersich et al (2007) (100) and may be because this study was undertaken in the general 
population as opposed to with high-risk drinkers only. Another explanation may be that type of 
sexual partner was not controlled for. Other research has found that in event-level analysis, such as 
in this study, alcohol use was not related to condom use when partner type was not controlled for 
(170). This is supported by a meta-analysis of event level studies which found that drinking was 
unrelated to use of condoms in sexual encounters (171). Cooper and Orcutt (2000) propose that 
when sexual partner type is not controlled for, it may act as a suppressor variable and mask the 
relationship between alcohol use and condom use (170). 
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Figure 3: The relationship between hazardous drinking and risky sexual behaviour among females 
based on the results of this study 
 
6.7 Self-efficacy and hazardous alcohol use 
 
An important finding from this study is the interaction between self-efficacy for resisting MSP and 
alcohol use. There appears to be little published data on the interplay between self-efficacy for 
resisting MSP, alcohol use and having more than one sexual partner. Research has primarily focused 
on the complex interaction between self-efficacy for condom use, alcohol use and condom use (172, 
173). 
This study suggests that the interaction between alcohol and self-efficacy for resisting MSP is key. It 
is unclear why this is the case and caution should be exercised in interpreting the results as the 
confidence internals are wide.  However, it seems that interventions which focus on alcohol 
reduction as a strategy to reduce MSP, without addressing self-efficacy for resisting MSP, are 
unlikely to be as effective. 
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6.8 The drinking environment facilitates risky sexual behaviour 
 
The social dynamics of alcohol use tend to centre around places where people drink and socialise, 
including taverns, beer halls and informal drinking establishments (12). In southern Africa drinking at 
these venues is commonplace (11). This study found that a relatively small proportion of all 
respondents (16.15%) had visited a drinking establishment in the month prior to the survey. 
However, this equates to about 2.2 million adults. Visiting an alcohol-serving establishment was 
more common among sexually active respondents.   
Males were three times more likely to have visited a drinking establishment in the past month than 
females. This is consistent with literature which suggests that drinking establishments are the male 
domain (162). Literature suggests that traditionally, public drinking among females in sub-Saharan 
Africa is frowned upon (161, 162, 174) and takes place only under male supervision (161) or in 
private at home (160, 162).  
Morojele et al (2006) state that, for men, drinking with their peers seems to foster a sense of 
identity and feeling of companionship. Drinking was encouraged and condoned by age-mates and 
heavy drinking is seen as masculine (11). This was apparent in this study with nearly three quarters 
of males reporting binge drinking the last time they visited a drinking establishment. Binge drinking 
was not limited to males though – two thirds of females had four or more drinks the last time they 
visited a drinking establishment. 
In South Africa, many people report meeting their new sexual partners at drinking establishments 
(12, 112). This study found that nearly fifth of sexually active respondents said they had sex with 
someone they met for the first time at their last visit to a drinking establishment. More males 
reported this (19.17%) than females (15.04%). This finding is not unexpected as a wide body of 
qualitative research has described the implicit agreement between males and females of provision 
of alcohol in exchange for sex (110, 161, 165). 
 
6.9 Limitations 
 
The results of this study should be interpreted in light of its limitations. The NCS was cross sectional, 
limiting causal conclusions between alcohol and risky sexual behaviour (100) because measurement 
of exposure and effect occur simultaneously (175).  
 
There was a 17% survey non-response rate. Non-responders included ineligible households, 
households where no-one was at home, and refusals. Given that limited  information is available on 
the socio-demographic characteristics of individual non-responders, it is difficult to know if non-
responders biased the results of this study (132). 
The study relied on self-reported data for both alcohol consumption and risky sexual behaviours. 
Alcohol measures in particular are subject to recall bias and underestimation (176) (100) . In 
addition, as respondents were interviewed in a multi-component household survey, it is possible 
that they under-reported alcohol use, particularly in females (27). This study aimed to address 
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alcohol-related recall bias by including questions asking for data over reasonable intervals of time as 
suggested by (111). Number of sexual partners commonly are reported to be over-reported by males 
and under-reported by females (177).  
Social desirability bias - the tendency to deny socially unacceptable actions and to admit to socially 
desirable ones - may also have occurred (178). Under-reporting of risky sexual behaviours is 
common (178) and this may have led to an underestimate of MSP, transactional sex and age-
disparate sex and an overestimate in condom use at last sex. Female drinking is often disapproved of 
and stigmatised in many African communities (27, 174). In addition, females experience increased 
stigma in relation to heavy drinking (179) and this may have led females to underreport alcohol 
consumption. Coldrion et al (2008) suggest that males may be willing to report alcohol consumption, 
but they may under-report negative behaviours such as feelings of guilt due to alcohol (101).  
Measurement bias may also have been present in that some of the variables may not have correctly 
measured what they were supposed to (175). The NCS questionnaire asked respondents who drank: 
“How often do you have (for men) five or more and (for women) four or more drinks on one 
occasion?”. This question did not include a timeframe, such as “considering all types of alcoholic 
beverages, how many times during the past 30 days did you have [5 (for men)/ 4 (for women)] or 
more drinks on one occasion?” (43), which is necessary to quantify frequency of binge drinking “to 
differentiate “binge drinking” from “alcoholism” or “alcohol dependence” ” (55).  
In addition, this study did not make use of AUDIT which the STRIVE Working Group on Alcohol and 
HIV recommends (34). Not only does this make it difficult to compare to other studies in South Africa 
but literature suggests that structured instruments, like AUDIT, generally perform better than 
quantity-frequency questions (44). Finally, it is likely that measurement of transactional sex in the 
NCS was incomplete. A more complete definition would have included alcohol and/or drugs as well 
as gifts and/or money as in Pitpitan and colleagues’ study (2013) where participants were asked: 
“Has someone given you money, alcohol, drugs or a place to stay in exchange for sex in the past 4 
months?” (37). 
Finally, there is a concern about temporal disparity of associating alcohol use in the last month with 
risky sexual behaviours in the past year (MSP, transactional sex and age-disparate sex).  
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Chapter 7: Conclusions and Recommendations 
 
Given the significance and prevalence of both HIV and alcohol in South Africa, this study 
comprehensively sought to investigate the relationship between alcohol use and risky sexual 
behaviour. Therefore, multiple dimensions of drinking including, alcohol dependence, binge drinking 
and frequency of drinking in the past month, were examined. 
While many males and females in South Africa reported non-drinking, those who did frequently 
reported high levels of hazardous drinking. Males were more likely to drink and to display hazardous 
drinking patterns than females.  
Prevalence of risky sexual behaviour, including MSP in the past year and in the past month, 
transactional sex, age-disparate sex and condom use were mostly consistent with other studies in 
South Africa that investigated risky sexual behaviour. Males were more likely to report MSP, both in 
the past year and in the past month, than females. Males were more likely to have provided 
money/gifts in exchange for sex and females were more likely to report receiving money/gifts in 
exchange for sex. Similarly, more males reported having a sex partner five or more years younger 
than themselves while females were more likely to report having a sex partner five or more years 
older than themselves. Males were more likely to report having used a condom at last sex.  
This study found relationships between alcohol use and risky sexual behaviour for both males and 
females. For males, binge drinking was associated with: MSP in the past 12 months, MSP in the past 
month, providing gifts/money in exchange for sex, and having a sexual partner five or more years 
younger than themselves.  Frequency of drinking in the previous month was associated with: MSP in 
the past 12 months, MSP in the past month, providing gifts/money in exchange for sex, having a 
sexual partner five or more years younger than themselves, and condom use at last sex. For females, 
binge drinking was associated with: MSP in the past 12 months, MSP in the past month, and 
receiving money/gifts in exchange for sex. Frequency of drinking was associated with MSP in the 
past month. For both males and females, interaction between alcohol and self-efficacy for resisting 
MSP was present. 
Results also suggest that the drinking environment facilitates high-risk sexual encounters and that 
respondents drank heavily when they frequented alcohol-serving establishments. This was true for 
both males and females. 
Overall, this study has described the patterns and prevalence of alcohol use and risky sexual 
behaviour in the general population in South Africa. It has also provided new insights into the 
complex relationship between these two phenomena and compared them between adult males and 
females.  This information can be used to design and implement future interventions to address this 
important risk factor for HIV. Recommendations are discussed below. 
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7.1 Multi-faceted interventions at different levels 
  
Effective interventions aimed at modifying behaviour around alcohol use may have considerable 
impact on the HIV epidemic in South Africa (9). As this study demonstrates, the relationship between 
alcohol and risky sexual behaviour is complex so HIV prevention and alcohol reduction interventions 
should be targeted on a number of levels including: individual, social and structural (8, 61). 
Figure 4 below depicts an adapted version of the social-ecological model which is used to frame 
recommended interventions at different levels. 
 
 
 
 
 
 
 
 
 
 
 
Figure 4: Social-ecological model for reducing hazardous alcohol use and risky sexual behaviour 
 
7.1.1 Individual levels interventions 
 
One way to implement individual-level interventions is through the health sector response.  Alcohol 
and risky sexual behaviour interventions could relatively easily be incorporated into primary health 
care settings. For example, it has been suggested that counselling about alcohol use should be part 
of HIV counselling and testing (101). Another example is health care workers treating individuals for 
STIs screening patients for alcohol problems (41) and referring them accordingly.  
Brief interventions include a range of strategies including screening, brief advice, referral to 
specialist support, counselling and brief motivational interviewing (27). Hazardous drinkers are less 
likely to practice risk reduction skills (180) and brief interventions are one way to address this. In 
addition, there is promising evidence to support this in South Africa (137). However, as Fritz (2009) 
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points out, brief interventions are labour intensive and may be most appropriate for those in need of 
personalised intervention such as sex workers, their clients and people attending STI clinics (13).  
In order to reach individuals with relevant information efficiently, mass media may be a more 
appropriate vehicle. Public health campaigns, stressing the relationship between alcohol and HIV 
through risky sexual behaviour (5) could be implemented with good results. Research has 
consistently demonstrated that those exposed to HIV communication programmes have improved 
knowledge, attitudes and self-efficacy in relation to risky sexual behaviour, as well as reductions in 
risky sexual behaviours (23, 115, 152).  
This study found high levels of hazardous drinking among drinkers, suggesting the need for 
improving awareness and understanding of excessive vs responsible alcohol use. The South African 
Department of Health has produced food-based dietary guidelines which include a section on 
sensible drinking (181). These guidelines define sensible drinking as: no more than three standard 
drinks a day for males and no more than two standard drinks a day for females. Examples of 
standard drinks are provided (181). Although these guidelines have been questioned by public 
health practitioners (182) and changes have been suggested (183),  raising awareness of these 
guidelines and promoting responsible alcohol consumption could  longer-term decrease risky sexual 
behaviour. There is a need to ensure that terms like excessive and responsible drinking do not 
remain abstract and are well understood by South Africans. 
However, this study has demonstrated that the relationship between alcohol use and risky sexual 
behaviour is complex and that ideational factors such as self-efficacy for resisting MSP are also of 
importance. Interventions focused on raising awareness alone are likely to be ineffectual.   
In addition, this study suggests that males and females should have tailored interventions as the 
patterns and prevalence of alcohol use, risky sexual behaviour and the relationship between the 
two, vary by sex.  Potential gender-specific strategies are discussed below. 
Interventions for males 
Males are more likely to drink and to do so at risky levels. Although drinking is more pervasive in 
males than in females, a large number of males do not actually drink. This “positive deviance” could 
be reinforced by mass media showing this fact. As male drinking is not stigmatised like female 
drinking, a campaign specifically targeting males and focusing on alcohol and risky sexual behaviour 
is worth considering. This campaign could address the social norms and target alcohol outcome 
expectancies among males (107). Part of the campaign could involve social role modelling and 
making use of well-known males to promote responsible alcohol use and safer sexual behaviour. 
Males are less likely to access health care services (184-186) and reaching males with alcohol and 
safer sex messaging is likely to be more difficult through this route. Incorporating alcohol messaging 
into existing HIV workplace programmes and campaigns which reach males, such as Brothers for Life 
(187), may be better alternatives. 
Findings from this study clearly show that the role of self-efficacy in resisting MSP among males also 
needs to be addressed. Interventions which aim to improve self-efficacy, in conjunction with safer 
drinking practices could have a potentially large impact on this risky sexual behaviour. This could be 
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particularly effective if coupled with changing alcohol outcome expectancies and addressing the 
concept of masculinity in relation to drinking.  
Interventions for females 
This study has demonstrated that although it is not as common as among males, many females do 
drink and do so at hazardous levels. The Women’s CoOp - an empowerment-based HIV intervention 
designed to reduce sexual risk behaviour, substance use and victimisation – showed promising 
results when used in both individual and group formats. A small randomised trial conducted in the 
Western Cape showed that in the short-term, participants displayed large decreases in self-reported 
alcohol use and positive changes in sexual behaviours (188). This approach could be adapted rolled 
out with females at a community level. 
Another method for engaging females is peer education. Peer educators, trained in all issues relating 
to risky sexual behaviour, the ways in which it can be reduced and the role that alcohol plays in 
fuelling the epidemic, could support their peers. In addition, peer educators should be introduced to 
the concepts of social identity, empowerment and social capital to encourage positive gender norms 
which in turn will support HIV prevention behaviours (189).  
Specific messages for females would be the relationship between alcohol and MSP and transactional 
sex as found in this study.  Sex in exchange for alcohol is reported to be common (110) and this is a 
particular content area which should be discussed with females. Interventions should aim to 
improve female self-efficacy for refusing alcohol in exchange for sex or, at least, in negotiating safer 
sex within these high risk relationships. In addition, this study found that binge drinking increases 
multiple risky sexual behaviours for females. Female-targeted messaging should focus particularly on 
binge drinking and its related risks.  
Because of the stigma of female drinking (174), it may be more difficult to identify female hazardous 
drinkers. Innovative strategies to do so may need to be employed.  For example, counsellors, 
community health workers and peer educators could be taught the simple mnemonic CAGE.  
Although this questionnaire is not the best screening method for hazardous drinkers, it is simple and 
easy to remember, and may enable those working with females to identify those most at risk. 
Counsellors could then use this as a basis on which to engage females who may be reluctant to 
speak about their drinking. The other advantage of using CAGE is that the questions move the 
discussion toward the behavioural effects of drinking rather than towards an isolated number of 
drinks per day (190). 
 
7.1.2 Place-based and community interventions 
 
A fifth of sexually active respondents frequented an alcohol-serving establishment in the past month 
and 18% had sex with someone they met there for the first time. Lewis et al (2005) state that the 
appropriateness of alcohol establishments as venues for HIV prevention activities depends on the 
percentage of people who visit these places regularly and whether or not they represent a higher 
risk group relative to the general population (111). Evidence from this study supports using a place-
based approach to reach individuals at the time of risky behaviour.  
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Buy-in from owners would be critical to the success of place-based interventions. Encouragingly, 
research in Zimbabwe found that managers of beer halls welcomed the idea of HIV prevention 
interventions in their venues (10). In addition, research from the Philippines has shown that 
intervening with owners and managers of alcohol-serving establishments can increase risk reduction 
among female sex workers over and above individual behaviour change interventions (140). 
Action at a community level to reduce the harmful use of alcohol (141) is also a promising strategy. 
This could include community mobilisation, and working with local stakeholders in order to create 
safer drinking spaces and a supportive environment for safe drinking (142). Community members 
could work with owners of places where alcohol is served to make them safer according to the ten-
point plan developed by Soul City. The ten criteria include: not selling to intoxicated people, minors, 
or visibly pregnant women; selling food and non-alcoholic drinks, and making water available; 
improving lighting, security, and sanitation; displaying safe sex messages and providing condoms; 
and complying with liquor licence opening and closing times (143).  
Advocacy is a powerful tool to influence public opinion and would be an essential component of a 
multi-level intervention. At a community level, advocacy could be undertaken with relevant district 
level departments, for example the Departments of Health and Trade & Industry. Advocacy would 
put the issue of alcohol-serving establishments as a place where risky sexual behaviour is initiated on 
the table. Potential solutions include licensing drinking establishments through the departments 
mentioned above, having specific operating hours and creating safe drinking environments in terms 
of the ten point plan mentioned earlier. Political buy-in and support would be essential for 
successful implementation. 
 
7.1.3 Societal levels interventions 
 
Although the findings of this study do not provide adequate evidence for societal level interventions, 
it is widely acknowledged that individual behaviour change does not occur in a vacuum and an 
enabling environment is needed to support individual changes relevant to HIV prevention (191). 
Kalichman (2010) states: “Models of HIV risk reduction focused on the individual may be insufficient 
for reducing alcohol-related HIV risks  because they do not address social,  structural/environmental, 
and contextual influences on behavior” p.191 (192). It is clear that interventions at a structural level 
are needed in order to facilitate individual behaviour change. Some structural interventions which 
have been suggested include: reducing the availability of alcohol; addressing the marketing of 
alcoholic beverages; pricing policies; regulating the drinking context (109); limiting alcohol licences 
and increased taxes on alcohol (107).  
 
7.2 Focusing efforts where they will have most impact 
 
This study found that it is not harmful alcohol use (alcohol dependence) that is a risk factor for risky 
sexual behaviour but hazardous alcohol use (binge drinking and frequency of drinking in the past 
month). It has been suggested that addressing harmful drinking, together with interventions to 
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reduce risky sexual behaviour has potential to reduce HIV transmission (13). However, this study 
suggests that interventions should be orientated to those who drink at hazardous rather than 
harmful levels. This is in line with the recommendation made by Fisher et al (2007) - that prevention 
efforts should focus on individuals most likely to experience alcohol problems such as frequent and 
heavy drinkers (9). While this study did not examine the predictors of hazardous alcohol use, 
findings suggest that male binge drinkers were more likely to: be younger, have completed Grade 12 
or matric; be employed and live in urban areas. They were also more likely to be single or not 
married but in a steady relationship. For females, binge drinking was highest among those aged 16-
24 years, followed by those aged 25-34 years. Female binge drinkers were more likely to: be single 
or not married but in a steady relationship; have a matric; be unemployed and live in urban areas. 
Directing interventions towards these individuals may result in a more efficient intervention, 
although further research to better identify target groups may be needed. 
South Africa’s NSP defines people who abuse alcohol as a key population for targeted HIV 
prevention interventions p.26 (145). However, this definition appears to be broad with the NSP 
referring to both alcohol abuse and heaving drinking.  Based on the findings from this study, it may 
be helpful to consult with the South African National AIDS Council (SANAC) to better define which 
drinkers are most at risk and to focus programming accordingly. 
 
7.3  Further research 
 
This research has demonstrated the patterns and prevalence of alcohol use in the general 
population in South Africa. It is clear that lifetime drinking and hazardous drinking extends beyond 
high-risk groups which have previously been examined. However, in order to for HIV prevention  and 
safer alcohol use programming to be effective, it is necessary to understand who these hazardous 
drinkers are. Further research to better to explore the socio-demographic and psychographic 
characteristics of hazardous drinkers is needed for targeted programming. 
Second, the differences in the relationship between alcohol use and risky sexual behaviour between 
males and females needs to be further explored. Qualitative research may help to explore why these 
relationships differ. 
Thirdly, the interaction between self-efficacy for resisting MSP and alcohol is of interest and has 
implications for alcohol-related HIV prevention programming. This phenomenon needs to be more 
fully explored.  
Studies which have reported on the alcohol-attributable burden of disease in South Africa have not 
included the increased risk of HIV transmission (16). The findings from this study highlight the 
relationship between alcohol use and risky sexual behaviour which increases an individual’s risk of 
acquiring HIV, and support the need for future alcohol-related burden of disease studies to include 
the increased risk of HIV transmission. 
Finally, some of the suggested recommendations could be piloted and evaluated to determine their 
effectiveness and feasibility for scale up.  
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